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ABSTRACT
The convergent and discriminant validity of three assessment 
methods were investigated in relation to the construct of childhood 
depression for a sample of elementary, intermediate, and secondary 
students. The three assessment methods of self-report, teacher, 
and peer rating scales were used to assess the response classes 
of depression, social withdrawal, social skills, and aggression.
The self-report, teacher, and peer rating scales were subjected 
to a series of analyses to determine their psychometric properties. 
Test-retest and internal consistency reliabilities were generally 
acceptable, although the stability and item homogeneity of individual 
factors varied from the low-to-high range within each of the 
rating scales. Four factors (i.e., Depression, Social Skills, 
Aggression, and Social Withdrawal) were extracted from the 
self-report, teacher, and peer rating scales following a confirmatory 
factor analysis. Evidence for the criterion-related validity 
of the three rating scales was obtained using a self-report 
rating scale of depression, and two teacher rating scales of social 
skills, externalizing behavior problems, and internalizing behavior 
problems. The main purpose of the present study was to examine 
the convergent and discriminant validity of childhood depression 
across three sources and three grade levels through four 
multitrait-multimethod (MTMM) matrices. Evidence for convergent 
validity was found for the full MTMM matrix of grades 3 through 
12 and for the three grade levels (i.e., 3-6, 7-9, and 10-12)
ix
using Campbell and Fiske's criteria. Of the 12 validity coefficients 
in each matrix, 10 attained statistical significance in the 
full matrix, 7 in the elementary grade matrix, 6 in the intermediate 
grade matrix, and 8 in the secondary grade matrix. Although 
the Aggression factor and the self/peer method showed the highest 
convergent validity, some evidence was obtained for the Depression 
factor, the Social Skills factor, and the other methods. Minimal 
evidence was gathered for discriminant validity using Campbell 
and Fiske's criteria. Results of an analysis of variance model 
for MTMM matrices showed significant convergent and discriminant 
validity for each of the four matrices, but also significant 
method variance. Findings were discussed in relation to the 
methodological problems in the assessment of childhood 
depression and to suggested areas of future research.
x
INTRODUCTION
The purpose of the present study was to examine the construct 
validity of childhood depression from multiple perspectives.
The sections that follow review the literature concerning the 
conceptualization of childhood depression from different theoretical 
viewpoints, classification schemes and diagnostic criteria for 
childhood depression, incidence rates of childhood depression 
in varied populations, and current assessment techniques to 
measure depression in children and adolescents. The final section 
summarizes the major theoretical and methodological problems 
in the area of childhood depression, which were addressed by 
the present investigation.
Conceptualization of Childhood Depression 
During the last ten years, interest in the investigation 
of depression in children has been growing. In comparison to 
the clinical and research knowledge of depression in adults 
(e.g., clinical picture, natural and family history, treatment 
outcome), knowledge of childhood depression is still in its 
early stage of development (Cantwell, 1982; Cantwell & Carlson, 
1979). The amount of empirical research on the definition, 
assessment, and treatment of depression in childhood is minimal.
One of the major reasons for the meager research in this area 
is the controversy surrounding the existence and nature of childhood 
depression (e.g., Kaslow & Rehm, 1983; Kazdin, Rancurello, &
Unis, in press). Although researchers have generally agreed
1
2that children can experience various depressive symptoms (e.g., 
dysphoria, loss of appetite, low self-esteem), the controversy 
concerns whether a clinical depressive syndrome or disorder 
can be identified in children and adolescents (Cantwell, 1982;
Kazdin et al., in press).
The nature of depression in children has been conceptualized 
from four theoretical viewpoints: (a) depression cannot exist
in children; (b) depression in childhood is masked; (c) depression 
in childhood is transitory; and (d) depression in childhood 
parallels depression in adulthood.
Depression Cannot Exist in Childhood
The first viewpoint suggests that depression as a clinical 
disorder cannot exist in children (e.g., Rie, 1966). Clinicians 
from a psychodynamic orientation usually support this viewpoint. 
According to the classical psychoanalytic view, depression is 
a superego phenomenon resulting from aggression turned against 
oneself (Rochlin, 1965), from a conflict that arouses guilt, 
or from low self-esteem due to a discrepancy between the real 
and ideal self (Rie, 1966). Because a stable self-identity 
and superego do not develop until adolescence, the major dynamic 
elements of depression are not present in children (Kaslow &
Rehm, 1983).
However, according to ego-analytic models of depression, 
depressive states can occur in children (cf. Anthony, 1975).
These models assert that a depressive disorder can appear in
different ages but changes as a function of psychosexual development, 
experience, and perceptual and cognitive skills (Kazdin et al., 
in press). Although ego-analysts subscribe to the view that 
childhood depression does exist, the primary psychoanalytic 
view suggests that it does not. This primary view has served 
as a dominant force in keeping the term depression from being 
a workable diagnostic category for children (Kaslow & Rehm,
1983; Kazdin et al., in press).
Depression in Childhood Is Masked
The second viewpoint proposes that depression can exist 
in children, but it is expressed in "depressive equivalents."
That is, an underlying pathological entity (i.e., depression) 
is "masked" by several overt forms of psychopathology (Cytryn 
& McKnew, 1972, 1974; Glaser, 1968; Malmquist, 1977; Toolan,
1962). Furthermore, this underlying depression accounts for 
the overt behavior even though characteristic symptoms of adult 
depression (e.g., dysphoric mood, anhedonia) are absent. Many 
behavior problems have been listed as masking depression or 
depressive equivalents, including temper tantrums, hyperactivity, 
disobedience, truancy, running away, fire setting, phobias, 
somatization, irritability, separation anxiety, delinquency, 
and school failures (Kovacs & Beck, 1977). The total number 
of masking symptoms cited have, in fact, covered the full range 
of psychopathology in childhood (Kaslow & Rehm, 1983; Kazdin 
et al., in press).
Two major criticisms of this viewpoint are apparent (Cantwell, 
1982; Kaslow & Rehm, 1983; Kovacs & Beck, 1977). First, because 
numerous behavior problems have been considered depressive 
equivalents, how to differentiate masked depression from other 
disorders where depression is not a component is unclear. For 
example, Carlson and Cantwell (1980) evaluated 102 children 
(ages 7-17) referred to a psychiatric clinic. The evaluation 
consisted of interviews with the child and the parents, a self-report 
measure of depression (Children's Depression Inventory), and 
a teacher rating scale of school behavior problems (Connors 
Teacher Rating Scale). Results of this study found that 93 
of the 102 children were given an Axis I DSM-III diagnosis 
(Diagnostic Statistical Manual of Mental Disorders, 3rd ed.)
(American Psychiatric Association, 1980), with 28 children receiving 
a diagnosis of primary affective disorder. In some cases, children 
with attention deficit disorder with hyperactivity, conduct 
disorder, and anorexia nervosa also presented with a major affective 
disorder. The authors conclude that these behavioral symptoms 
did not mask depression, but reflected other disorders that 
usually appeared before the depressive disorder. In addition,
Kovacs and Beck (1977) have noted that masking behaviors are 
only presenting complaints similar to adults presenting with 
depression. Second, masking symptoms may be developmentally 
and culturally determined ways of responding to different forms 
of environmental stress.
As a result of these criticisms, the concept of masked 
depression is clinically unnecessary and empirically unverifiable 
in its current use (Cytryn, McKnew, & Bunney, 1980; Kovacs &
Beck, 1977). Despite these problems, the concept of masked 
depression has led to three contributions to recent research 
on childhood depression (Costello, 1981; Kazdin et al., in press). 
First, the notion that depression is masked at least declares 
that depression can exist in children. Second, this viewpoint 
implies that depression may be accompanied by other forms of 
childhood psychopathology. Third, the notion of depressive 
equivalents raises the possibility that clinical presentations 
of depression vary with age levels (i.e., among children, 
adolescents, adults). However, developmental differences in 
the clinical presentation of depression have not been clarified 
through empirical research.
Depression in Childhood Is Transitory
The third viewpoint asserts that symptoms of depression 
do exist in children, but they are a part of normal development 
and dissipate over time (Lefkowitz, 1980; Lefkowitz & Burton,
1978). Three major assumptions are central to this viewpoint:
(a) if the behaviors that constitute the syndrome of depression 
are typical of normal children, the clinical presentations of 
these symptoms are neither statistically atypical nor 
psychopathological— therefore, the syndrome does not exist;
(b) the assumed symptoms of depression are transitory developmental
6phenomena and remit with age— therefore, they cannot be considered 
pathological; and (c) if symptoms remit spontaneously, then 
clinical intervention is not needed. Lefkowitz and Burton (1978) 
cited data from several epidemiological studies to support their 
view that symptoms of depression are transitory developmental 
phenomena. For example, various behaviors considered to be 
symptomatic of psychiatric disorders (e.g., temper tantrums, 
fears, enuresis) are prevalent during childhood and diminish 
over time (i.e., Lapouse, 1966; Werry & Quay, 1971). Other behaviors 
directly associated with a depressive disorder in the literature 
(e.g., crying, weight loss) may also be a common phenomena in 
childhood as shown in the following percentages. At age 6, 
nearly 18% of children reportedly cry two to three times per 
week; the percentage decreases greatly to 2% by puberty (Werry 
& Quay, 1971). In addition, 37% and 29% of 5-year-old girls 
and boys, respectively, have poor appetites (MacFarlane, Allen,
& Honzik, 1954). These percentages drop to 9% for girls and 
6% for boys by age 9.
Costello (1980) has used these same data to levy criticisms 
against each one of Lefkowitz and Burton's (1978) assumptions.
First, a focus on the prevalence of single symptoms is useless; 
rather, data on the prevalence of constellations of behaviors 
considered to constitute the syndrome of depression should be 
obtained. Second, the dissipation of single symptoms with age 
is questionable; it is the degree of transitoriness of constellations
of behaviors that is important. Finally, treatment of problematic 
behaviors, even if they are transitory, is equally important 
and may prevent a later, more persistant problem.
A major contribution from this viewpoint was also the idea 
that symptoms of depression may vary across stages of development 
(Kazdin et al., in press; Lefkowitz, 1980). As Lefkowitz and 
Burton (1978) note, normative data is needed to assess the prevalence 
and ultimate outcome of supposed symptoms in a normal population 
of children.
Depression in Childhood Parallels Depression in Adulthood
The fourth viewpoint suggests that childhood depression 
does exist and is similar to that seen in adults. The four 
categories used by Beck (1972) to describe symptoms of adult 
depression are apparent in the description of childhood depression:
(a) affective (e.g., dysphoria, loneliness); (b) cognitive 
(e.g., low self-esteem, guilt); (c) motivational (e.g., lack 
of energy, decreased socialization); and (d) vegetative and 
psychomotor (e.g., sleep and appetite problems, somatic complaints). 
In addition, certain unique characteristics of childhood depression 
are proposed to reflect the difference in development between 
children, adolescents, and adults. These unique characteristics 
differ from author to author and include irritability, 
hopelessness, suicidal ideas, poor school performance, social 
withdrawal, aggressive behavior, enuresis, and encopresis, to 
name a few (e.g., Connell, 1972; Frommer, 1968; Kuhn & Kuhn,
81972; Poznanski & Zrull, 1970; Weinberg, Rutman, Sullivan, Penick,
& Dietz, 1973). Unclear, however, is whether these unique 
characteristics are considered essential features for a depressive 
diagnosis to be made or associated features present in children 
with a depressive disorder similar to that seen in adults (Cantwell, 
1982). What is needed are studies to delineate the essential 
and associated features of depression in children, which is 
congruent with the need for studies to examine the developmental 
differences in clinical manifestations between children and 
adults.
In summary, four major theoretical viewpoints on childhood 
depression range from the assertion that childhood depression 
does not exist to depression in children and adults is similar. 
Essentially, there is no single, substantiated syndromal description 
of childhood depression (Gittelman-Klein, 1977). However, the 
most dominant view of childhood depression is that it is parallel 
to adult depression, with some additional developmentally appropriate 
symptoms (Kaslow & Rehm, 1983; Kazdin et al., in press). Several 
authors have emphasized the use of a developmental perspective 
in investigating childhood depression (e.g., Malmquist, 1977). 
Bemporad (1978) stated that the problem is not whether adult-like 
depression can occur in childhood but how the cognitive and 
affective limitations at different stages modify the experience 
and expression of depression. In a similar vein, Cantwell (1982) 
posed three questions to be addressed by future research:
(a) What is the best way of classifying depressive disorders in 
childhood? (b) What diagnostic criteria should be used, one 
similar to or different from adults? and (c) How common is
the depressive syndrome in children? Past research focusing 
on these questions will be reviewed in the next sections.
Classification Schemes of Childhood Depression 
Several classification schemes have been developed to classify 
depressive disorders in children. The underlying organization 
of these classification schemes focuses on a combination of 
developmental level, severity, or etiology (Kashani, Husain,
Shekim, Hodges, Cytryn, & McKnew, 1981). One of the earliest 
classification schemes was described by Frommer (1968), who 
specified three major groups of depression in children. Her 
three groups were based on 264 "depressed" youngsters, ages 
3 to 16, and included (a) enuretic and/or encopretic depressives,
(b) uncomplicated depressives, and (c) depressive phobic anxiety 
state. Frommer (1968) felt there were unique symptoms for each 
group when comparing their clinical picture, prognosis, and 
response to somatic treatment (Cantwell, 1982; Kovacs & Beck,
1877). However, the criteria used to separate these groups
are unclear. For example, both the enuretic and/or encopretic 
depressives and the uncomplicated depressives evidence significant 
antisocial behavior.
Malmquist’s (1971a, 1971b) classification system is based 
on the developmental level and occasionally the etiology of
10
depression in children. He proposed five subgroups, the first 
two based on known etiology and the last three on developmental 
level: (a) organic diseases (e.g., leukemia, degenerative and
metabolic diseases); (b) deprivational syndromes; (c) difficulties 
in individuation (e.g., school phobias with depressive components); 
(d) latency-age type (e.g., somatization, manic-depressive states); 
and (e) adolescent types (e.g., schizophrenia with prominent 
affective components). The major problem with this classification 
scheme is that it will lead to overinclusion. That is, it is 
based on a combination of etiologic and theoretical frameworks 
and will include children with aggressive and psychotic behaviors 
but no depressive symptoms (Cantwell, 1982; Kashani et al.,
1981).
McConville, Boag, and Purohit (1973) proposed three types 
of childhood depression in a group of inpatients 6-13 years 
old (N = 75). Based on ratings and item clustering from a 15-item 
scale, three types emerged: (a) affectual depression (e.g.,
feelings of sadness, helplessness); (b) negative self-esteem 
depression (e.g., worthlessness, being unloved); and (c) guilt 
depression (e.g., suicidal ideation). Developmental trends 
were found in the occurrence of depressive symptoms in that 
affectual depression was most common in 6-8 year olds, negative 
self-esteem depression was more common after 8 years of age 
and remained fairly prevalent even after age 11, and guilt depression 
became more common after age 11 (Kovacs & Beck, 1977). However,
11
what analysis, if any, was conducted to group different items
into prospective depression types for scoring purposes and subsequent
classification is not clear.
Finally, Cytryn and McKnew (1972) proposed a classification 
system that focused on the severity of depressive symptoms and 
supposed etiologic factors. The three types included: (a)
masked depression— most frequent and associated with severe 
family psychopathology; (b) acute depression— previously 
well-adjusted children with mild family psychopathology; and
(c) chronic depression in children with poor premorbid adjustment 
and at least one parent with clinical depression. Cytryn and 
McKnew (1974) later introduced a scheme showing the developmental 
sequence of depressive symptoms and defenses used to cope with 
the depression. Depressive themes would be seen first in fantasy, 
dreams, or play. If these defenses failed, verbal expression 
of depressed feelings would emerge (e.g., helplessness, suicidal 
thoughts). If these defenses failed, depression would be observed 
in such moods and behaviors as psychomotor retardation, crying, 
changes in appetite, hyperactivity, school failure, and other 
depressive equivalents. Recently, Cytryn et al. (1980) reassessed 
their classification scheme according to classifications of 
adult affective disorders. They rediagnosed 37 of the children 
in the original sample using DSM-III criteria. Most children 
were rediagnosed with major depressive disorder, single episode 
(11 of 12 acute depressions); major depressive disorder, recurrent
12
(9 of 11 chronic depressions); or unsocialized conduct disorder 
(7 of 13 masked depressions). Cytryn et al. (1980) concluded 
that childhood and adult diagnostic criteria for affective disorders 
are very similar and the DSM-III is a valid classification system 
for childhood depression.
In comparison to research on the classification of adult 
affective disorders (e.g., endogenous-reactive, bipolar-unipolar), 
little work has been done in the area of childhood depression 
(Cantwell, 1982). Most of the classification schemes for children 
have been based on observation of symptoms rather than a conceptual 
model (Kashani et al., 1981). That the proposed classification 
schemes are few in number and differ in the number and 
characteristics of subgroups is not surprising due to the lack 
of agreement on standard symptoms of childhood depression.
Whether various subtypes exist in children and what implications 
they have to natural history, family patterns of illness, response 
to treatment, etc. are currently not known (Cantwell, 1982).
Although developing empirical classification schemes for childhood 
depression is a feasible research effort, Kovacs and Beck (1977) 
have recommended that formulating a standardized, agreed-on 
description of childhood depression is a necessary first step 
in bringing clarity to the field.
Diagnostic Criteria for Childhood Depression
Several researchers have attempted to establish a set of 
diagnostic criteria for childhood depression. These attempts
13
at identifying depression in children followed the theoretical 
orientation that depression does exist in children, but certain 
unique characteristics are also present. The various diagnostic 
criteria shown in Table 1 were developed to examine the similarities 
and differences in depressive symptomatology between childhood 
and adult depression.
Initially, Ling, Oftedal, and Weinberg (1970) designed 
a study to define and identify depression in children. The 
diagnostic criteria were arbitrarily selected from the clinical 
characteristics of adult depression plus behaviors more observable 
in children. A child was considered depressed if he fulfilled 
four of the criteria listed in Table 1 and did not have another 
psychiatric illness. Their subjects consisted of 25 children 
seen in a neurology service for severe headaches (ages 4-16).
Results showed that 10 of the children met a diagnosis of a 
depressive disorder based on their criteria. The most common 
symptoms reported were mood change, social withdrawal, and 
self-deprecation (i.e., affective, motivational, and cognitive 
changes, respectively). In addition, there was a family history 
of depression in 9 of the 10 depressed subjects compared to 
only 5 out of 15 children lacking these symptoms.
These criteria were later refined by Weinberg et al. (1973) 
who followed the model of the Feighner criteria (Feighner, Robins, 
Guze, Woodruff, Winokur, & Munoz, 1972). According to the Weinberg 
criteria, a child was diagnosed as depressed when the child
14
Table 1
Diagnostic Criteria for Childhood Depression 
I. Ling Criteria
A. At least four of the following;
1. Significant mood change
2. Social withdrawal
3. Increasingly poor school performance
4. Sleep disturbances
5. Aggressive behavior not previously present
6. Self-deprecation
7. Lack of energy
8. Somatic complaints other than headache
9. Weight loss and anorexia
B. A change in the child*s usual behavior
C. No other psychiatric illness
II. Weinberg Criteria
A. Both—
1. Dysphoric mood (melancholy)
2. Self-deprecatory ideation
B. Two or more of the following;
1. Aggressive behavior
2. Sleep disturbance
3. Change in school performance
4. Diminished socialization
5. Change in attitude toward school
6. Somatic complaints
7. Loss of usual energy
8. Unusual change in appetite and/or weight
C. Duration of at least 1 month
D. A change in the child's usual behavior
III. NIMH Subcommittee Criteria
A. Both—
1. Dysphoria
2. Generalized impairment in response to previously 
reinforcing experiences; previously pleasurable 
activities are no longer effective in regulating 
behavior
B. Associated features:
1. Different secondary symptoms at varying ages
2. Empirical investigation needed to determine altered 
behavior and cognitive functions
C. A minimum duration of 4 weeks 
D * Sources of information
1. Interviews, observations, and reports by others
2. Single source of information not adequate
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had both dysphoric mood and self-deprecation, plus two or more 
of the additional eight symptoms (see Table 1). Weinberg et 
al. (1973) studied 72 children, ages 6-12 years, who presented 
to an educational diagnostic clinic with school performance, 
behavior problems, or both. Forty-five of the children met 
the criteria for a depressive disorder. The authors noted that 
agitated behavior, crying, moodiness, sleep disturbance, and 
somatic complaints were the most common symptoms. A positive 
family history of affective disorders was also present in 40 
of 45 depressed children and in 8 of 26 nondepressed children.
A final set of diagnostic criteria specific to children 
was proposed by the National Institute of Mental Health (NIMH) 
Subcommittee on Clinical Criteria for Diagnosis of Depression 
in Children (Dweck, Gittelman-Klein, McKinney, & Watson, 1977).
The two essential clinical features were (a) dysphoria and (b) 
generalized impairment in response to previously reinforcing 
experiences, without the concomitant introduction of new sources 
of reinforcement (see Table 1). The NIMH subcommittee recommended 
that future research be conducted to delineate the features 
associated with each developmental level. Kashani et al. (1981) 
stated that these criteria differ from previous sets of criteria 
by emphasizing changes in the child’s reinforcement history 
as well as requiring information from significant others for 
a diagnosis to be made. However, specification of the associated 
features is needed before these diagnostic criteria can be
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Incorporated into clinical practice and research efforts.
Two well-known diagnostic systems of adult psychopathology 
have recently been used as criteria for childhood depression. 
Although children might show unique characteristics in their 
presentation of depression, these systems apply the diagnosis 
of depression if the core criteria are met (Kazdin et al., in 
press). The first adult system is the Research Diagnostic Criteria 
(RDC) (Spitzer, Endicott, & Robins, 1978). The RDC is based 
on the Feighner criteria, which specify core symptoms and associated 
features for various adult disorders. The RDC covers a wider 
range of disorders compared to the Feighner criteria and has 
been revised to fit current clinical and research knowledge 
of psychopathology. In RDC, a major depressive disorder is 
defined by one or more distinct periods with dysphoric mood 
or pervasive loss of interest or pleasure, plus five of the 
symptoms listed in Table 2. In addition, the episodes should 
last at least one week with no signs of schizophrenia. Puig-Antich, 
Blau, Marx, Greenhill, and Chambers (1978) screened 39 admissions 
to an outpatient and inpatient psychiatric facility (ages 6-12).
The evaluation consisted of a psychiatric interview with the 
parents and the child and a semistructured interview with the 
child (Children's Psychiatric Rating Scale). Of the 27 subjects 
included in the study, 13 met unmodified RDC for a major depressive 
disorder. Results also indicated that three subjects fit criteria 
for the endogenous subtype, three subjects fit criteria for
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Table 2
Diagnostic Criteria for Adult and Childhood Depression 
I. Research Diagnostic Criteria (RDC)
A. One or more distinct periods with—
1. Dysphoric mood or
2. Pervasive loss of interest or pleasure
B. At least five of the following for a definite and
four for a probable diagnosis;
1. Change in appetite or weight
2. Sleep problems
3. Loss of energy or fatigability
4. Psychomotor agitation or retardation
5. Loss of interest or pleasure in usual activities
6. Feeling of self-reproach or excessive guilt
7. Diminished ability to think or concentrate
8. Suicidal ideation or behavior
C. Duration of dysphoric features for at least 1 week
D. Sought or was referred for help, took medication, or
had impaired functioning (e.g., with family, at school, 
or socially)
E. Signs of Schizophrenia not present
F. Does not meet criteria for Schizophrenia, Residual
subtypes
II. Diagnostic and Statistical Manual of Mental Disorders (DSM-III)
A. Either—
1. Dysphoric mood or
2. Loss of interest or pleasure in almost all usual 
activities
B. At least four of the following (in children under six, 
at least three of the first four):
1. Changes in appetite or weight (in children under 
six consider failure to make expected weight gains)
2. Insomnia or hypersomnia
3. Psychomotor agitation or retardation
4. Loss of interest or pleasure in usual activities 
(in children under six, signs of apathy)
5. Loss of energy, fatigue
6. Feelings of worthlessness, self-reproach, or excessive 
guilt
7. Diminished ability to think or concentrate (e.g., 
slowed thinking)
8. Suicidal ideation or attempts
C. Duration of at least 2 weeks 
Exclusion criteria:
1. Schizophrenia/Paranoid Disorder
2. Organic Mental Disorder
3. Uncomplicated Bereavement
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psychotic subtype, and all subjects presented with separation 
anxiety. The authors suggested that adult and prepubertal 
major depressive disorders are basically the same illness, which 
can be diagnosed using the same criteria.
The second diagnostic system that uses one set of core 
criteria for childhood and adult depression is the DSM-III (American 
Psychiatric Association, 1980). The RDC was used as a basis 
for the DSM-III criteria, although the DSM-III includes a broader 
range of diagnostic categories (Kazdin et al., in press). The 
criteria for a DSM-III diagnosis of major depression includes 
either dysphoric mood or loss of interest or pleasure, and at 
least four of the symptoms shown in Table 2. The associated 
features mentioned by the DSM-III differ for children and vary 
with age levels. For example, sulkiness, withdrawal from social 
activities, and uncooperation with family activities may be 
seen in adolescent depression.
All five of the diagnostic systems have been generated 
after examining the literature on the description of adult depressive 
disorders. Only the NIMH subcommittee criteria and the DSM-III 
specifically note the importance of elucidating symptoms associated 
with different developmental stages. Unfortunately, the research 
on clarifying these symptoms to determine whether refinements 
are needed from adult features has not been completed. Thus 
far, the Weinberg and DSM-III criteria have been used most frequently 
in research on childhood depression (Kazdin et al., in press).
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Kazdin et al. (in press) compared these diagnostic systems and 
found important differences. Basically, the Weinberg criteria 
are more lenient, or less selective, for making a diagnosis 
of depression and do not specify exclusion criteria. For example, 
several researchers have found a higher incidence of depression 
in children when using the Weinberg rather than the DSM-III 
criteria (e.g., Carlson & Cantwell, 1980; Kashani et al., 1981).
In sum, work on the empirical validation of these diagnostic 
systems is minimal. Although the DSM-III appears promising 
as a diagnostic guide for defining childhood depression, future 
research needs to examine various symptoms in clinical and non- 
clinical populations. One reason why a validated diagnostic 
system is needed is that diagnostic criteria directly influence 
incidence estimates of clinical disorders.
Incidence of Depression in Childhood
There are no clear incidence and prevalence rates of childhood 
depression. The varying rates reported in epidemiologic studies 
depend on several factors: (a) the wide age range of subjects
(i.e., children and/or adolescents); (b) different patient 
samples (e.g., inpatients, outpatients, general population); 
and (c) type of assessment instrument used (e.g., interview, 
self-report). The most important reason for the discrepant 
results on incidence rates appears to be the different diagnostic 
criteria used, reflecting the lack of consensus regarding a 
definition of childhood depression (Cantwell, 1982; Kashani
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et al., 1981; Kazdin et al., in press). The incidence of childhood 
depression has been reported for both "normal" and psychiatric 
groups of children.
Nonpsychiatric Samples
Incidence rates of childhood depression have ranged from 
1.9% (Kashani & Simonds, 1979) to 33% (Albert & Beck, 1975) 
in a nonclinical medical and school population, respectively.
For example, Kashani and Simonds (1979) studied 103 children, 
ages 7-12 years, from a family practice clinic. Both the mother 
and the child were interviewed by a child psychiatrist on two 
separate occasions. Using DSM-III criteria, only 2 children 
between the ages of 8 and 11 received a diagnosis of depression.
This low incidence is in sharp contrast to that found by Albert 
and Beck (1975) with 63 seventh grade and eighth grade students. 
Psychiatric Samples
In clinical populations estimates have ranged from approximately 
1% (Poznanski & Zrull, 1970) to 60% (Petti, 1978), although 
more typical estimates fall between 10% and 20% (Puig-Antich 
& Gittelman, 1982). Two outpatient psychological departments 
were examined and resulted in very different rates. Poznanski 
and Zrull (1970) studied 1,788 outpatient medical charts and 
reported an incidence rate of 1% for children under 12 years 
of age. The study by Carlson and Cantwell (1980) was described 
in detail previously. Results generally showed an incidence 
rate of 27% using the DSM-III criteria. Of the 93 who were
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given an Axis I diagnosis (N = 102), 12 were suffering from 
a primary affective disorder, 16 from secondary affective disorders, 
and 8 from a major affective and attentional deficit disorder.
With inpatient samples, incidence rates have fluctuated 
from 23% (Chiles, Miller, & Cox, 1980) to 60% (Petti, 1978).
To illustrate, Chiles et al. (1980) evaluated 120 adolescents 
at a coeducational correction facility (ages 13-15). Within 
48 hours of admission a structured interview was conducted followed 
by completion of the Beck Depression Inventory. Using the RDC,
23% of the sample met the criteria for a major affective disorder.
A slightly different approach was taken by McKnew, Cytryn, Efron, 
Girshon, and Bunney (1979). They examined 30 children, ages
5-15 years, of 14 consecutive patients admitted to the hospital 
at the NIMH with a diagnosis of bipolar or unipolar primary 
affective disorder. Based on rating scales and interview data 
an incidence rate of 30% was obtained using the Children's Affective 
Rating Scale, whereas 50% met the Weinberg criteria. These 
studies confirm that discrepancies exist in the incidence rates 
of childhood depression. The primary reason for these discrepancies 
is the use of subjective, nonstandardized criteria for the diagnosis 
of childhood depression. To obtain a more accurate estimate, 
valid and standard diagnostic criteria should be employed across 
age levels and subject populations. Another reason for the 
varying incidence rates is the use of diverse and often 
nonstandardized methods of assessment to make the diagnosis.
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In a review of the literature on childhood depression Cantwell 
and Carlson (1979) suggested that a major obstacle to the 
investigation of childhood depression is the lack of a well-developed 
assessment methodology similar to the techniques for studying 
adult depression.
Assessment of Depression in Children 
In 1978 Lefkowitz and Burton stated that no reliable and 
valid measure for assessing depression in children had been 
developed. Since then several measures of childhood depression 
have been developed. However, no single measure or set of measures 
are currently in widespread use, and research on their clinical 
utility continues (Kazdin, 1981). Kazdin (1981) and Kazdin 
and Petti (1982) have reviewed the characteristics and psychometric 
properties of available assessment techniques for childhood 
depression. The assessment techniques include self-report 
inventories, interviews, parent and teacher rating scales, and 
peer nominations, which are used to assess the severity of 
depression, provide a diagnosis, or both.
Self-report Inventories
Several self-report inventories have been developed to 
assess the severity of depression in children.
Children’s Depression Inventory (CPI). One of the most 
widely used self-report inventories, the CDI (Kovacs, 1983), 
is a 27-item symptom rating scale used to measure the severity 
of depression in children between the ages of 7 and 17 (see
23
Table 3). Each item is scored on a 3-point scale, with higher 
scores suggesting a more severe degree of depression. The CDI 
has acceptable reliabilities and normative data, and allows 
differentiation of diagnostic categories (Finch, Saylor, & Edwards, 
1985; Kovacs, 1983; Saylor, Finch, Spirito, & Bennett, 1984b).
Short Children's Depression Inventory (SCDI). The SCDI 
(Carlson & Cantwell, 1979, 1980) includes 13 items each scored 
on a 4-point scale (from "not a problem" to "a severe problem").
It has been used with children between the ages of 7 and 17 
and measures different components of depression (e.g., affective, 
cognitive, motivational, and vegetative/psychomotor). No 
psychometric properties for the SCDI have been reported. However, 
the SCDI has permitted the differentiation of diagnostic groups 
for a depressive disorder plus identification of specific symptoms 
that reach across diagnostic groups.
Face Valid Depression Inventory (PSA). The DSA (Mezzich 
& Mezzich, 1979) is a 35-item symptom scale used with adolescents 
between 12 and 18 years of age (see Table 3). Each item is 
scored on a 0-1 (true/false) format, with a score of 26 defining 
the depressive sample. No reliability or extensive validity 
data have been reported for the DSA.
Modified Zung (M-Zung). The M-Zung (Lefkowitz & Tesiny,
1980) consists of 16 items rated on a yes/no format for presence 
or absence of depressive symptoms. No further descriptive data 
are available for the M-Zung because it has only been used in
Tibia 3. Characteristics of Current Self-Report and Interviews (or Childhood and Adolescent Depress Ion *
Measure
Response
format
Ago
Range
Tentatlva 
Cut orr (or 
Depression
Symptom
Oufatton
Specified
depression
Stiiscales
1. Self-Report Inventories
I .  Children's Depression 
Inventory (COI) 
(Kovacs t  t e a ,  I9TT)
Short Children's Depres­
sion Inventory (Short- 
COI) (Carlson 1 Cant­
well, (979)
27 liens, each 
rated on 0-2 
point scale
13 H e n , rated 
on 0-4 point 
scale
7-17
7-17
Score of 19 of fid 
Is 90Slie for 
normal children
> I  symptoms to 
define depression
I tens completed 
In relation to 
symptoms In the 
last 2 weeks
I tens completed 
In relation to 
symptoms of the 
last week
Demonstrated
R e lia b ilit ie s
Special
features
Internal consis­
tency i Inter- 
Item and Item- 
total correlations; 
test-retest
Not reported
Derivative of Rack
Depression
Inventory
Derivative of Short 
Reck Depression Inven­
tory. Departs slightly  
from CDI In 
duration required 
(or symptoas to be 
endorsed and In 
response alternatives 
format
Children's Depression 
Scale (CDS) (tana fi 
fisher, 1970)
4. Self-Rating Scale (SRS) 
(Olrleson, 1981)
t f  Items rated 
on t-S point 
scale
9-16
18 Items scored 
on a 3 point 
scale
Decile level of 
performance In 
relation to 
normative sample
Ho time frame
7-13 13 for depressive 
disorder-bssed on 
normative data
Symptoms 
endorsed on 
the basis of 
previous 
week
S'" * Priori 
subscales; fi 
for depres- 
I on—affect, 
social, self­
esteem. pre­
occupation 
with sickness 
and death, 
guilt; I  posi­
tive scale for 
pleasurable 
activities
no
Internal consis­
tency! test- 
retest
Not reported
Card sort format; 
each Item on a 
card Is pul Into 
I  of fi boies; 
versions available 
lor parents and 
teachers, unique 
feature is Inclusion 
of positive sub- 
scale to measure 
pleasurable 
eiperlences
Host recently 
devised scale 
of chllifiuod 
depression
bo
■C-
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Format
*«•
Tentative
cut orr tor 
Depresston
Hodtried  lung (H-Iung) 
(Lelkowlti I  lestny, 
1980)
I t  Iteas; 
yes/no format 
for presence 
or absence
4th t  fith
! radarssirs..
old)
no
6. Feco Valid Depres­
sion Scale for 
Adolescents (DSA) , 
(Henlch A Henlch, 
1979)
»  I tn o ,  
scored 0 to I 
(true/false) as 
characteristic 
of respondent
12-18 Score 26 
represents I 
standard devia­
tion above nean 
and used to de­
fine depressive 
sanple
J- , *» 617  » 16 of 60
fpldemlologtcal each on possible;
Studies Depression 0-4 point s<at: For
Scale (aodltled for scale .a .0
children) (aS-D) , „ Je
(Uelsmann et al.
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Symptom
Duration
Specified
no
No line fraao
Hist Iteas
completed 
in reference 
to the last 
week
Depression Demonstrated
Sidiscales Reliabilities
Special
Features
Not reported
Subscalas not reported 
derived 
from fac­
tor analy­
sis; 6 fac­
tors: lack 
of self-con­
fidence, 
social
abandonaent,
loss of
Interest,
sadness,
somatic
syaptoms,
acting out
no Not reported
Derived from adult 
scale; modifications 
Include reduced 
nueber of Items; 
rewording, and d if­
ferent response 
format (adult 
version • I to 4 
point scale)
Derived from 
MHPt Items from 
which clinicians 
selected. In­
cludes Items 
specific to 
adolescents as 
well as Items 
cannon to both 
adolescents and 
adults.
Derivative uf 
adult scales of 
saam nan:.
to
Ui
Table 3 fcon.)
Heasure
I I .  Interviews
9. Bellevue [ute< of 
Depress loo (BIO) 
(P etti, 1918)
IQ Childrens* Depression 
Betlng Scele (COftS) 
(POIMnStl et « l. ,  
1919)
IL  Children's Affective 
Retina Scele (CASS) 
(HeKnew et e l . .  1919)
Teatetlve
Response Age Cut Off for
foneet________ Sen9e Depression
40 Iteus eeds 6-12
reted on | -
potnt scele
of severity
end 1-polnt
scele for
duretlon
Score of 20 to 
define depres- 
tloa (scoring 
pertlei ly 
based on egt 
of child)
I t  Iteas scored 6-12 no
efter Interview;
syaptoas reted
on 6-polnt
scele for
severity
3 Iteas (aood, S-IS no*
vertel behev-
lor, I  fentesy)
eech reted on
10-potnt scele
for severity
following
Interview
Syoptaa
Duretlon
Ssieclfled
Assessed 
separately 
for etch U ta  
on 1-polnt 
scele (1*1 no. 
or less: 1-6 a 
or aore)
no
Depression Deaonstreted
Sidisceles______Dellebllltles Speclelfeatures
no .
1 n p rlo d  
siAscales; 
depressive 
aood, vertel 
sidisceles to 
corres|ioad to 
the three 
Iteas
Interobserver agree- 
aent
Interjudge agree*
aent
Interjudge egree- 
aentt test retest 
(4 «so.) anderete 
end positive 
for boys, anderete 
end negative for 
girls
Iteas devised on 
the bests of the 
Uetnberg crlterle ; 
Interview cen be 
given seperetely 
to child, perents, 
end others; recoa- 
aendetlon Is to 
coatine scores froa 
different sources
Devised froa foraet 
of Ileal (ton Depres­
sion scele for 
edults. Adnlols- 
tered elso to perents 
end others to coeiilne 
different sources
Global clinical 
ratings rather 
then self-report 
of problem l>y 
child
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Maasure
12. Interview Schedule for 
Children (ISC-fora C) 
(Kovacs, 1976)
13.
Response
format
Aye
Kappa
IcBtitlu 
Cut Aff for 
Depression
SyuptOa
iftEllla DepressionSubscalas DemonstratedJa llrttlU les
Klddle-SADS (K-SADS) 
(Cheaters et al., 1976)
Multiple Items 
and subitems 
covering symp­
toms of depres­
sion. conduct 
disorders and 
other symptom 
constellations| 
rated for sever­
ity 10-polnt 
scale for most 
Items
Multiple I touts 
covering several 
disorders based 
on RDC criteria; 
depression syup- 
ton areas rated 
for degree of 
severity for 
scales varying 
In points
6-13
6-16
Provides diag­
noses; no need 
for separate 
severity cri­
teria to 
delineate 
depression
Provides diag­
nosis; no need 
for separate 
severity cri­
teria to 
delineate 
depression
Varies for 
different 
sy «p touts; 
affect, cog­
nition and 
thought dis­
order for 
past 2 weeks
Separate rat­
ings of symptom 
severity during 
present episode 
and for previous 
week
InterJudge agree­
ment
RDC typology InterJudge agree­
ment, Internal con­
sistency
* Reprinted from Kazdin & Petti, 1982. Self-report and interview measures of childhood 
and adolescent depression. Journal of Child Psychology and Psychiatry, 2 3 , 437-457.
Special
fMtiirfii
Current phenuaen- 
Oloyy of child; 
duration varies 
to reflect current 
condition, specific 
syaptoas queried 
with varying dura­
tions. Child and 
parent adainistered 
Interview
Modeled after adult 
SAOS; provides 
several diagnoses 
based on ROC 
criteria
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one study (Lefkowitz & Tesiny, 1980). In addition, the psychometric 
properties of the M-Zung have not been reported.
Self-Rating Scale (SRS). Recently developed by Birleson
(1981) to measure the severity of depression in children 7-13 
years old, the SRS includes 18 items rated on a 3-point scale 
(from "no/never" to "most of the time") (see Table 3). Higher 
scores indicate the presence of a more severe level of depression. 
Acceptable reliabilities (i.e., internal consistency and item-total 
score correlations) have recently been found, as well as evidence 
for criterion-related validity (i.e., differentiation of depressed 
from nondepressed groups and high correlations with the CDI)
(Asarnow & Carlson, 1985).
Center for Epidemiological Studies of Depression Scale 
(modified for children) (CES-D). The CES-D (Weissman, Orvaschel,
& Padian, 1980) is a 20-item symptom rating scale used to measure 
depression in children and adolescents (ages 6-17). Each item 
is scored on a 4-point scale (from "not at all" to "a lot"), 
with higher scores indicating greater symptomatology. The CES-D 
has no demonstrated psychometric properties. However, in the 
Weissman et al. (1980) study the CES-D did correlate with other 
self-report scales (e.g., CDI, Achenbach's Child Behavior Checklist), 
but only when the informant was the same (i.e., child, parent).
Children's Depression Scale (CDS). The CDS (Lang & Tisher,
1978) is a 66-item depression rating scale for children and 
adolescents ages 9-16 years. Each item is presented separately
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and sorted into one of five boxes by the child. Items are scored 
on a 1-5 point scale ( "very wrong" or uncharacteristic to "very 
right"), with higher scores suggesting a greater level of 
depression. The CDS has acceptable reliability and allows one 
to distinguish depressed children from normal and clinical 
(nondepressed) samples.
Interviews
Various interviews have been used for diagnostic purposes 
in the assessment of childhood depression.
Schedule for Affective Disorders and Schizophrenia for 
School Age Children (KIDDIE-SADS). This interview instrument 
(Chambers, Puig-Antich, & Tabrizi, 1978) was developed for children 
from 6 to 16 years old to measure several areas of psychopathology 
plus depression. Multiple items are rated to provide a diagnosis 
along with their degree of severity (see Table 3). The 12 depression 
items are rated on a scale of 1-6 or 1-7 points (from "absent" 
to "extremely severe"). Summary ratings for the entire interview 
are obtained by combining ratings from both the child and parent 
interviews. Interrater reliability for interview scoring has 
been high when based on videotape scoring (jr = 0.65 to 0.96).
No other reliability or validity data are available for the 
KIDDIE-SADS.
Bellevue Index of Depression (BID). A semi-structured 
interview for depressed children ages 6-12 years, the BID (Petti, 
1978) consists of 40 items rated by the clinician on a 4-point
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scale of severity (from "not at all" to "very much") and a 3-point 
scale for duration (from "less than one month" to "always").
Separate interviews can be conducted with the child, the parent, 
or significant others. Only interjudge agreement has been evaluated 
using the BID as a diagnostic tool, although correlations were 
high.
Interview Schedule for Children (ISC). The ISC (Kovacs,
1978) is a semistructured interview for diagnosing depression 
and related symptom patterns (e.g., aggression) in children 
ages 8-13 years (see Table 3). Items are rated by the clinician 
on a 10-point severity scale for both the child and the parent 
interviews. High interjudge agreement has been reported (r 
= 0.90) and interview ratings from the ISC and CDI scores have 
correlated moderately with each other.
Children’s Depression Rating Scale (CDRS). The CDRS (Poznanski, 
Cook, & Carroll, 1979) consists of 16 items rated on a 6-point 
scale by the clinician after the interview. The CDRS is given 
to children ages 6-12 years and to parents or significant others 
to assess the severity of depressive symptoms. Interjudge agreement 
between interviews and observers has been high for both global 
ratings (r = 0.92) and item sums (r = 0.96).
Children's Affective Rating Scale (CARS). Designed for 
children ages 5 to 15, the CARS (McKnew et al., 1979) consists 
of 3 subscales (i.e., for mood, verbal behavior, and fantasy), 
each rated on a 10-point severity scale (see Table 3). Interjudge
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agreement has been high (r = 0.71 to 0.95) in scoring the interview. 
In addition, scores on the CARS have been found to correlate 
with depression ratings from the Children's Psychiatric Rating 
Scale and with a diagnosis of depression based on the Weinberg 
criteria.
Peer Nominations
Only one peer nomination measure has been developed to 
assess the severity of depression in children. The Peer Nomination 
Inventory for Depression (PNID) (Lefkowitz & Tesiny, 1980) consists 
of 20 questions measuring depression, happiness, and popularity 
in school age children (see Table 4). Each child in a classroom 
nominates other children for each of the questions. Depression 
scores are based on the number of nominations received by each 
child across the different items. The PNID has demonstrated 
reliabilities and criterion-related validity. For example, scores 
on the PNID have correlated moderately with teacher ratings 
of depression (r = 0.41), but they have low correlations with 
self-report ratings of depression (r = 0.23, 0.14 with the CDI 
and M-Zung, respectively). Additional evidence for criterion-related 
validity has been found using academic performance, social behaviors, 
internalizing problems (e.g., self-esteem, locus of control), 
and other measures.
The PNID was modeled after the Peer Nomination Inventory 
(PNI) developed by Wiggins and Winder (1961). The PNI is a 
modification of the "guess who" technique developed by Hartshore,
Table 4. Characteristics of Peer Nominations and Questionnaires for Childhood Depression
Measure
I. Peer Nominations
1. Peer Nomination Inventory 
for Depression (PNID) 
(Lefkowltz & Tesiny, 1980)
2. Peer Nomination Inventory 
(PNI) (Wiggins & Winder, 1961)
II. Questionnaires
1. Child Behavior Checklist 
(CBCL) (Achenbach & Edelbrock, 
1983)
2. Personality Inventory for 
Children - Depression Scale 
(PIC) (Wirt, Lachar, 
Klinedienst, & Seat, 1977)
Response
Format
Age
Range
Psychometric
Properties
20 questions; item and 
total score (0 = non- 
selection, 1 =» selection) 
depression based on sum 
of nominations received 
across questions
62 statements; total 
score based on 0-1 scale; 
cummulative percentage of 
nominations for each of 
four factors
4th & Sth 
graders
4th, 5th, & 
6th graders
Reliabilities: Internal con­
sistency, coefficient alpha, 
item-total, test-retest, & 
interrater 
Validity: criterion-related 6
factorial (loneliness, 
inadequacy, dejection, & 
happiness)
Reliabilities: item difficulty,
internal consistency, & test- 
retest 
Validity: concurrent 6
factorial (aggression-depend- 
ency, withdrawal-depression, 
likeability, & crying)
113 item behavior pro­
blem scale & 10 item 
social competency scale; 
behavior items rated on 
0-2 point scale; normed 
separately for sex & age 
groups; parent & teacher 
version
4-16 Reliabilities: test-retest 6
Interrater 
Validity: criterion-related,
construct, & factorial 
(2 broad-band factors and 
several narrow-band factors)
600 items; 46 items on 
Depression Scale (D); 
scored on T/F format; 
scale scores converted 
to T scores (MMPI-like 
format
3-16 Reliabilities: internal con­
sistency, test-retest, & 
inter-parent 
Validity: criterion-related &
factorial (12 clinical scales 
and 4 validity scales)
u>
ho
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May, and Mailer (1929), where a child was asked to guess which 
of his classmates was described by a picture reflecting different 
"traits." The PNI includes 62 statements and uses the classroom 
nomination technique followed in the PNID. Satisfactory internal 
consistency and test-retest reliabilities have been demonstrated 
by the PNI as well as criterion-related validity using teacher 
ratings of behavioral problems. Factor analysis of the PNI 
produced four factors, which accounted for 65% of the total 
factor variance: (a) Aggression-Dependency, (b) Withdrawal-
Depression, (c) Likeability, and (d) Crying (Siegelman, 1966).
The PNID and the PNI hold considerable promise in identifying 
depressed children due to their methods of validation (e.g., 
use of large sample sizes, cross-validation, criterion-related 
validity) (Kazdin, 1981). However, they may possess limited 
clinical utility because of the logistics involved in a group 
assessment method.
Questionnaires
Several questionnaires are available that can provide 
information from parents and teachers regarding the child's 
overall behavioral adjustment. One of these measures is the 
Achenbach Child Behavior Checklist (CBCL) (Achenbach & Edelbrock,
1983). The CBCL was developed for children and adolescents 
ages 4-16 years as a measure of childhood psychopathology.
The parent version consists of a 113-item behavior problem scale 
and a 10-item social competency scale (see Table 4). The teacher
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version also consists of a 113-item behavior problem scale and 
a 10-item academic performance scale (Edelbrock & Achenbach,
1984). Each item is rated on a 3-point scale (from "0 = not 
true" to "2 = very true") according to how well the item describes 
the child. The psychometric properties of the CBCL have been 
thoroughly researched. Acceptable test-retest and interparent 
reliabilities for both item and scale scores have been demonstrated 
by the CBCL as well as evidence for criterion-related and construct 
validity using other parent rating forms and referral status.
Factor analysis of the CBCL revealed two broad-band factors 
(i.e., externalizing and internalizing) and several narrow-band 
factors that vary as a function of the sex and age of the child 
(i.e., boy-girl, 4-5, 6-11, 12-16). Scoring of the CBCL is 
based on summing item scores to obtain factor scores for each 
broad-band and narrow-band factor. Factor scores are converted 
to T scores and percentile rankings, with higher T scores indicating 
more behavior problems and social competence.
Another parent measure is the Personality Inventory for 
Children (PIC) (Wirt, Lachar, Klinedienst, & Seat, 1977). The 
PIC is a 600-item personality inventory for children between 
the ages of 3 and 16. It contains several subscales, one of 
which is depression. The depression (D) subscale includes 46 
items rated by parents as true or false. Raw scores are summed 
within each of the 12 clinical scales and then converted to 
T scores, with higher T scores indicating a greater level of
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psychopathology (e.g., depressive symptoms). Test-retest reliability 
for the D subscale was reported to be high (r = 0.94), as were 
correlations with the internalizing factors of the CBCL (e.g., 
social withdrawal, depression, uncommunicative). However, low 
correlations between the D subscale and self-report measures 
of behavioral problems (e.g., CDI and the Children's Personality 
Questionnaire) were found.
Comparison of Assessment Techniques
Kazdin (1981) concludes his review of measures of childhood 
depression by stating that, overall, this assessment area is 
underdeveloped. Almost all the measures mentioned show evidence 
of being useful in clinical and research efforts. However, 
they are relatively new, and data on their psychometric properties 
are sparse (Kaslow & Rehm, 1983). They were designed to either 
assess the severity of depressive symptomatology or to diagnose 
the presence or absence of depression.
Assessment of the severity of depression is most often 
found in the self-report and parent rating inventories whereas 
a diagnosis of depression is obtained from interview data.
However, similarities do exist between the self-report and interview 
techniques (Kazdin & Petti, 1982). Self-report inventories 
are frequently presented in an interview format to ensure the 
child's understanding of the questions and response alternatives.
In addition, they depend on information obtained from the child 
to evaluate the child's own symptoms, and interpretation of
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the questions by the child may be influenced by the language 
and cognitive skills at different developmental levels (Kazdin,
1981). One advantage of several interviews is that information 
can be, and has been, obtained from multiple sources (e.g., 
parent and child) to confirm the presence of symptoms. The 
lack of developmental considerations is apparent in the assessment 
of childhood depression. The fact that all the measures reviewed 
are modeled after adult scales and assess symptoms similar to 
adult depression is one example of this lack of developmental 
emphasis (Kaslow & Rehm, 1983). Developmental considerations 
are one of several issues related to the definition and assessment 
of childhood depression.
Issues Related to Assessment
When examining the assessment methodology for childhood 
depression issues related to reliability, validity, developmental 
factors, and relationship to other behavioral problems need 
to be considered. These issues are particularly germane to 
the construct validity of childhood depression (i.e., how well 
the measure assesses the theoretical construct of interest). 
Reliability
Few measures have been thoroughly evaluated regarding different 
types of reliability (Kazdin & Petti, 1982). The most common 
reliability calculated has been internal consistency (e.g., 
coefficient alpha, inter-item agreement), with few test-retest 
reliabilities reported. Estimates of stability for these measures
37
are crucial because the construct of childhood depression must 
be stable over time if it is to have any diagnostic or clinical 
meaning. Part of the confusion over the meaning of childhood 
depression stems from the failure of many investigators to adequately 
address the stability of childhood depression. Two exceptions 
are the CDS and the CDI, which found moderately high correlations 
for nonclinical and clinical samples (Kovacs, 1983; Saylor et 
al., 1984b; Tisher & Lang, 1983).
With interviews, interjudge agreement has been most often 
reported (Kazdin & Petti, 1982). Interjudge agreement has been 
calculated as percent agreement on the presence of symptoms 
or with statistics such as Kappa. The CDRS, BID, ISC, and 
KIDDIE-SADS have generally demonstrated high interjudge agreement 
for symptom identification or diagnosis (e.g., Chambers et al.,
1978; Kashani et al., 1981; Kovacs, 1978; Petti, 1978; Poznanski 
et al., 1979). Although finding that two or more judges agree 
on the diagnosis of childhood depression is important, the fact 
that judges agree says nothing about the relative agreement 
between specific items on the interview schedule (i.e., internal 
consistency). In addition, interjudge agreement does not address 
the issue of how stable these judgments are over time (i.e., 
test-retest reliability). Establishing reliability of these 
measures is an important first step because a given measure cannot 
be valid unless it is reliable. Future research is needed to 
determine the stability of scores and homogeneity of individual
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measures.
Developmental Level
At least three issues are related to the assessment of 
childhood depression and developmental level. The first concerns 
the correspondence between the age range covered by the measure 
and the readability level of the measure. The second focuses 
on the extent to which certain developmental factors (e.g., 
cognitive development, mental age, formal thought processes) 
influence the interpretation of items and manifestations of 
depression (see Kazdin & Petti, 1982 for a discussion of these 
issues).
The third, and most important, issue concerns the fact 
that none of the measures take into consideration differences 
in the child's developmental level (Kaslow & Rehm, 1983). Whether 
symptoms of depression are identical across ages or developmental 
levels is not known. Based on research describing and classifying 
childhood psychopathology the idea that symptoms are the same 
is unlikely. Several researchers have demonstrated the existence 
of at least two broad-band factors (e.g., externalizing and 
internalizing syndromes) (e.g., Achenbach, 1982; Achenbach & 
Edelbrock, 1981; Quay, 1979). Moreover, the specific behaviors 
and dimensions of childhood psychopathology have been shown 
to vary as a function of age and sex for internalizing syndromes 
(e.g., social withdrawal, depression, etc.) and externalizing 
syndromes (e.g., aggression, hyperactivity, etc.) (Achenbach
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& Edelbrock, 1981).
These data offer support for the assertion that depressive 
symptomatology differs across age levels. In fact, Weissman 
et al. (1980) found that children's reports of depression on 
the CES-D and the CDI did not correlate with age for children
6-17 years old. However, mothers' ratings of their child's 
depression on the CES-D did correlate positively (r = 0.56) 
with child's age. Additional research is needed to determine 
whether depressive symptoms vary with age, and if so, what symptoms 
appear at which age levels. The difference between reported 
symptoms by various sources in conjunction with age levels should 
also be examined.
Validity
Extensive validation of assessment measures have yet to 
occur in the area of childhood depression. Kazdin and Petti
(1982) note two problems in validating measures of childhood 
depression. First, many symptoms of depression (e.g., sadness, 
tearfulness, low self-esteem, sleep and appetite disturbances) 
are found in children who do not fit diagnostic criteria for 
a depressive disorder (e.g., Carlson & Cantwell, 1979, 1980;
Cytryn et al., 1980). This problem centers on differentiating 
a syndrome of depression from transitory developmental phenomena. 
Second, many children diagnosed as depressed do show symptoms 
of other disorders (e.g., aggression, hyperactivity). Assessment 
techniques must differentiate diagnostic categories as well
40
as measure severity of depression and not overall psychopathology.
The importance of construct validity to measures of childhood 
depression is apparent due to these problems and confusion regarding
the existence of childhood depression itself.
Content validity. One type of validity, content validity, 
examines test content to determine whether it covers a representative 
sample of the behavior domain to be measured. The content validity 
of measures of childhood depression has been achieved by selecting 
items from diagnostic criteria for depressive disorders (e.g.,
SDS, BID, ISC, KIDDIE-SADS), by evaluating clinically depressed 
children (e.g., CDI, CDS), and by statistical analysis (e.g.,
CDI, CDS). The content validity of the CDS, SRS, and BID was 
examined by evaluating performance of nondepressed and depressed 
children who were diagnosed from independent criteria. Information 
about analysis of item content has been provided the most by 
the CDI, CDS, DSA, and SRS (Kazdin & Petti, 1982).
Once again, a problem emerges with using diagnostic criteria
as a basis for item selection in measuring childhood depression.
The diagnostic criteria are based on adult affective disorders 
and, therefore, do not consider developmental factors. A second 
problem concerns studying characteristics reported to be indicative 
of depression for use in item selection. As noted earlier, 
many differing descriptions of depression in children exist, 
although similarities across researchers appear. As such, the 
behavior domain to be measured (i.e., childhood depression)
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has not been adequately defined. Discrepant results on the 
incidence of childhood depression and concurrent validity of 
assessment measures directly reflect the different item content 
of these measures.
Criterion-related validity. Criterion-related validity 
indicates the effectiveness of a measure in predicting performance 
on some criterion measure. For measures of childhood depression, 
the criterion has usually been the differentiation of known 
diagnostic groups (Kazdin & Petti, 1982). Several measures 
(e.g., SDS, CARS, BID, CDS, DSA) have been validated by showing 
that severity scores vary predictably across diagnostic groups 
(Birleson, 1981; Lang & Tisher, 1978; McKnew et al., 1979; Mezzich 
& Mezzich, 1979; Petti, 1978). The RDC and the DSM-III have 
been used most often to differentiate depressed from nondepressed 
children. The use of an adult diagnostic system with children 
is again questionable; inadequate diagnostic criteria would 
perhaps produce faulty diagnostic groups, bringing the criterion 
into question.
Other criteria used to validate measures of childhood depression 
have been measures that purport to assess the same construct.
Most of the assessment measures provide evidence for concurrent 
validity, whether it is with other self-report inventories, 
interviews, or global ratings of depression (e.g., CDI, SCDI,
CDRS, BID, CES-D). However, the correlation between different 
measures may be inflated for several reasons (Kazdin, 1981).
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First, a third construct (e.g., overall psychopathology), which 
both depression measures are tapping, might be measured and 
may account for the correlation. Second, the two measures could 
be similarly affected by confounding factors (e.g., response 
styles, sets, and biases). Finally, the measures could be influenced 
by similarities in the method of assessment (e.g., two self-report 
inventories). As a result of these problems in selecting an 
appropriate criterion, further validation of measures of childhood 
depression is required.
Construct validity. A systematic method to examine the 
construct validity of assessment measures is to show that the 
measure not only correlates highly with another measure of the 
same construct but also does not correlate with measures of 
different constructs. Campbell and Fiske (1959) developed the 
multitrait-multimethod (MTMM) model to examine the convergent 
and discriminant validity of assessment techniques. That is, 
convergent validity is demonstrated when two or more measures 
of a given construct correlate significantly with one another; 
discriminant validity is demonstrated when the correlations 
between constructs measured by different methods is less than 
the convergent validity coefficients.
Convergent and discriminant validity are examined in the 
following manner: Two (or more) constructs are measured by
two (or more) assessment methods. Intercorrelations are calculated 
between each of the constructs and each of the methods, which
results In a multitrait-multimethod matrix. The matrix shows 
correlations between measures of one construct when measured 
by different methods (i.e., convergent validity) and correlations 
between different constructs when measured by similar and different 
methods (i.e., discriminant validity). Convergent and discriminant 
validity is particularly important in the assessment of childhood 
depression because symptoms of depression overlap with symptoms 
of other disorders (Kazdin & Petti, 1982). Similarly, Kaslow 
and Rehm (1983) recommend that at this stage of development 
of assessment techniques, researchers should assgss depression 
in children from more than one perspective (e.g., self-report, 
teacher ratings, peer nominations). The multitrait-multimethod 
model proposed by Campbell and Fiske (1959) is consistent with 
this recommendation.
Unfortunately, few studies have examined the convergent 
and discriminant validity of assessment techniques for childhood 
depression. Beginning attempts were made by Lang and Tisher 
(1978, 1983) with the CDS and by Lefkowitz and Tesiny (1980) 
with the PNID. These reports were, however, basically 
criterion-related validity studies and did not use a MTMM design. 
Furthermore, item content was not controlled within these studies' 
measures, which is a requirement of a "pure" MTMM design. That 
is, the item content for each method must be identical in a 
MTMM design to control for a lack of convergent validity being 
due to differences in item content alone rather than differences
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in raters. Related to the issue of item content is a recommendation 
by Cone (1979) to use multicontent-multibehavior-multimethod 
matrices in behavioral assessment. Through these matrices, 
the influence of content differences, method differences, or 
content-method interactions on behavior-behavior relationships 
can be determined. However, by controlling for item content 
the first dimension of these matrices (i.e., multicontent) is 
not needed.
More recently Kazdin and his associates (1983a, 1983b,
1983c) have investigated the correspondence of child and parent 
reports of the children's depression. They studied children 
(ages 5-13) admitted to a psychiatric intensive care unit and 
their families using various self-report inventories, interviews, 
and parent rating scales of depression, aggression, and other 
behavior problems. To illustrate, Kazdin, Esveldt-Dawson, Unis, 
and Rancurello (1983a) evaluated 120 inpatients (ages 7-13) 
using two measures of depression and two measures of aggression.
A self-report inventory of depression (CDI) and of aggression 
(Hostility-Guilt Inventory— HGI), and a semi-structured interview 
of depression (BID) and of aggression (Interview for Aggression 
— IA) were administered separately to the child, the mother, 
and the father. Results showed low-to-moderate correlations 
between child and parent ratings on measures of children's symptoms, 
but moderate-to-high correlations between mother and father 
ratings. In addition, children with a DSM-III diagnosis of
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depression or conduct disorder received higher ratings of depression 
and aggression than children without these diagnoses, as shown 
in child and parent ratings. Thus, the data suggest that depression 
in children cannot be reliably measured or differentiated from 
other disorders.
There are several problems with the research of Kazdin 
and his associates (1983a, 1983b, 1983c). First, all studies 
have been conducted with inpatient psychiatric patients, who 
form a rather select, unrepresentative sample on which to base 
the psychometric characteristics of any instrument. The use 
of such a restricted sample creates a number of statistical 
problems, the most notable of which is restriction of range 
in the scores obtained. When the range on one or both dependent 
variables is restricted by the sampling procedure, the resulting 
correlation is deflated because the variances of both measures 
are increased in relation to their covariances (Cohen & Cohen,
1983).
Second, Kazdin's research using the MTMM approach fails 
to assess and report reliability coefficients for the measures 
used in the MTMM matrix. This failure represents a serious 
oversight because, by definition, a MTMM matrix must have 
reliability coefficients. Moreover, one cannot judge the validity 
coefficients because the reliability of the measures on which 
the validity coefficients were based is unknown. Statistically, 
we know that reliability sets the upper limit for validity given
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the relationship between those two psychometric concepts (i.e., 
measures cannot be valid unless they are also reliable).
Third, Kazdin*s work uses new formats for measures that 
have no reliability and validity data concerning these adaptions. 
For example, the CDI, a self-report inventory, was administered 
to both the child and the parents in all three studies. The 
IA and the Depression Symptom Checklist were devised for use 
in two studies, although no reliability or validity data were 
reported for either children or parents. In short, we have 
no way of knowing if these adaptations are reliable and valid 
estimates of the constructs in question.
Finally, the sample sizes reported in the three studies 
by Kazdin and his associates are too small to make any meaningful 
generalizations from the data. More importantly, none of these 
studies has been cross-validated with a second sample to assess 
the degree of shrinkage in validity coefficients. Again, a 
well known psychometric principle is that any validity coefficient 
obtained on a given sample can be viewed only as being specific 
to that sample used in the statistical analysis. This principle 
is true because the obtained results have probably capitalized 
on chance factors operating in the sample. One is more than 
likely to observe shrinkage in a validity coefficient when applying 
these statistics to a second sample as in cross-validation.
None of Kazdin's research, however, has included a cross-validation 
sample to correct for inflated validity coefficients.
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A final MTMM study has been completed by Saylor, Finch,
Baskin, Furey, and Kelly (1984a) with 133 private school students 
in grades 2 through 8. Results of the 4 (i.e., depression, 
anger, happiness, and popularity) x 3 (i.e., self, peer, and 
teacher) MTMM matrix was similar to Kazdin's findings, i.e., 
convergent validity was found but not discriminant validity.
However, the problems identified in Kazdin1s research were also 
seen in Saylor et al. (1984a) (e.g., reliability coefficients 
not calculated, no reliability or validity data reported for 
adapted measures, item content different across methods).
Future MTMM studies should modify these flaws to determine 
whether measures of depression reflect a distinct clinical syndrome. 
A variety of assessment methods can be used in future MTMM matrices. 
For instance, peer nominations, teacher and parent rating scales, 
and self-report inventories would provide information from diverse 
sources. Peer nominations have generally demonstrated to be 
one of the most reliable rating techniques by assessing a wide 
range of behaviors (e.g., dysphoric mood, loss of energy) across 
several settings (e.g., classroom, playground) (Anatasi, 1976; 
Kazdin, 1981). In addition, teachers are in an excellent position 
to observe students' problem behaviors and social competencies 
in a variety of situations (e.g., structured classroom activities, 
free-play) (Edelbrock & Achenbach, 1984).
Certain constructs or behavioral "traits" would appear 
to be important components to future MTMM matrices. Disorders
in which symptoms of depression frequently overlap (i.e., conduct 
disorder, separation-anxiety) should be selected to generate 
appropriate constructs (i.e., aggression). The conceptualization 
of childhood depression as being masked by overt behavioral 
manifestations also bears on the selection of different constructs. 
If childhood depression is a distinct psychological entity, 
assessment measures should be able to distinguish it from other 
psychological constructs. Therefore, some of the behaviors 
most frequently cited as masking symptoms should be included, 
such as aggression, social withdrawal, phobias, and anxiety.
The importance of including the construct of social withdrawal 
is also seen in the similarity between the Social Isolation 
factor of Wiggins and Winder (1961) and the Withdrawal-Depression 
factor of Siegelman (1966) for the PNI. Finally, several adult 
theories of depression assert that depressive symptomatology 
result from a decrease in response-contingent positive reinforcement 
due to a social skills deficit (e.g., Lewinsohn, Biglan, & Zeiss, 
1976). Current researchers in childhood depression have attempted 
to tie theories, assessment methodology, treatments, and so 
forth to adult depression. As such, inclusion of the construct 
of social skills will provide data on the link between childhood 
and adult depression.
PURPOSE OF THE PRESENT STUDY
The current state of the assessment technology for childhood 
depression is extremely primitive. Although many assessment 
methods have been developed, they have been subjected to what 
one might call haphazard, piece-meal attempts to establish their 
psychometric adequacy. In short, there are currently no measures 
that have demonstrated complete psychometric adequacy including 
the most important types of reliability and validity. Moreover, 
with the exception of the work of Achenbach and Edelbrock (1981), 
there have been no studies that have investigated how the construct 
of childhood depression changes as a function of developmental 
level. Also, studies that have attempted to establish convergent 
and discriminant validity are flawed because they simply have 
misused the MTMM design to construct validation (see Kazdin 
et al., 1983a, 1983b, 1983c; Lefkowitz & Tesiny, 1980; Saylor 
et al., 1984a).
The heart of the confusion over the assessment of childhood 
depression is the issue of construct validity. That is, we 
currently do not know to what extent different measures of depression 
agree using reliable and valid assessment techniques, nor can 
we conclusively state that depression can be differentiated 
from other constructs. In addition, we presently have little 
knowledge concerning the changes in childhood depression, as 
assessed by different methods, from childhood to adolescence.
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The purpose of the present investigation was to examine 
the convergent and discriminant validity of the construct of 
childhood depression from childhood to adolescence. A 
cross-sectional MTMM design across three grade levels was used 
to investigate the convergent and discriminant validity of childhood 
depression using three methods of assessment having similar 
item content. These three assessment methods were also evaluated 
for their psychometric adequacy using the major forms of reliability 
and validity.
Hypotheses
The following five hypotheses were tested by the present 
study:
Hypothesis 1: Reliability
A. Adequate stability (r >  0.75) for each of the four "traits"
measured by the three methods will be demonstrated.
B. Adequate homogeneity (r > 0.80) for each of the four "traits" 
measured by the three methods will be demonstrated.
Hypothesis 2: Factorial Validity
A. Each method (i.e., self-report, teacher, and peer rating
scales) will yield four factors (i.e., depression, social 
withdrawal, social skills, and aggression).
B. These four factors will be confirmed in two cross-validation
samples.
Hypothesis 3 : Criterion-related Validity
Criterion-related validity coefficients will show correlations
in the predicted direction between each factor score as 
measured by three methods. For example:
A. Significant positive correlations between the Conduct 
Disorder factor on the RBPC and the Aggression factor 
on the self-report, teacher, and peer rating scales.
B. Significant positive correlations between the Depression 
score on the CDI and the Depression factor on the self-report,
teacher, and peer rating scales.
C. Significant positive correlations between the TROSS factor 
scores and the Social Skills factor on the self-report, 
teacher, and peer rating scales.
Hypothesis 4: Convergent Validity
A. Significant convergent coefficients will be demonstrated 
in each of the three grade levels.
B. Differences in convergent coefficients will be demonstrated 
as a function of grade level.
Hypothesis 5 : Discriminant Validity
A. Four "traits" will be discriminated by each method at
each of the three grade levels.
B. Differences in discriminant validity will be demonstrated 
as a function of grade level.
METHOD
Subjects
A total of 662 children and adolescents ranging in age 
from 8 to 18 years served as subjects. These children were 
randomly selected from grades 3 through 12 within two private 
and two public schools in Baton Rouge, Louisiana. The four 
schools used in this study were the Louisiana State University 
Laboratory School (LSU Lab School), the Christian Life Academy 
(CLA), Denham Springs Elementary School (DSE), and Southside 
Elementary School (SSE). These schools were chosen because 
they provided students from a broad socioeconomic stratification 
and, therefore, generated a representative sample of elementary, 
intermediate, and secondary students. Permission to include 
the students as participants in this study was obtained from 
the school administrator (i.e., principal) or the parent in 
the form of a blanket research consent (i.e., LSU Lab School).
Demographic characteristics of the total subject pool are 
presented in Table 5. The number of subjects obtained from 
each school was as follows: (a) LSU Lab School— 546 students
from grades 3 through 12; (b) CLA— 49 students in grade 8;
(c) DSE— 20 students in grade 3 and 23 students in grade 4; 
and (d) SSE— 24 students in grade 5. Approximately equal sex 
representation across grade levels was obtained (i.e., 52% Male; 
48% Female), as well as proportional racial representation for 
this school system (i.e., 83.2% White; 16% Black; .8% Other)
52
Gr
ad
e 
L
e
v
e
l
53
T a b l e  5
D e m o g r a p h i c  C h a r a c t e r i s t i c s  of the S am p le
AGE RACE SEX
8-11 12-15 16-18 B W 0 M F
in n ii n n n n n
3 58 12 46 0 33 25
4 53 9 41 3 27 26
5 54 01 8 47 0 29 26
6 42 15 9 47 1 29 28
7 56 9 47 0 29 27
8 113 17 96 0 62 51
9 67 01 9 59 0 34 34
10 41 28 11 58 0 34 35
11 67 12 55 0 34 33
12 66 10 55 1 33 33
TOTAL:
n
%
207 293 162 106 551 5
31.2 44.3 24.5 16.0 83.2 .8
344 318
52.0 48.0
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(see Tables 6 and 7). The median age and grade level of the 
subjects was 13 years and the eighth grade, respectively. Chi-square 
analyses revealed no differences between any grade level in 
terms of either the sex or the race of the subjects.
Instrumentation Development
Dependent Measures
In order to investigate the construct of childhood depression 
from multiple perspectives, three assessment methods were developed. 
These assessment methods included self-report, teacher, and 
peer rating scales designed to sample four behavioral patterns 
associated with children's adjustment. The development and 
content of these measures are described below.
Each of the three rating scales consisted of items adapted 
from the Children's Depression Inventory (CDI) (Kovacs, 1983), 
the Peer Nomination Inventory of Depression (PNID) (Lefkowitz 
& Tesiny, 1980), the Peer Nomination Inventory (PNI) (Wiggins 
& Winder, 1961), the teacher and self-report rating scales of 
the Achenbach Child Behavior Checklist (CBCL) (Achenbach & Edelbrock, 
1983), and the Teacher Ratings of Social Skills (TROSS) (Gresham 
& Elliott, 1984). The content of these five measures have been 
shown to sample adequately the behavior domains of which they 
intend to measure. As such, items were selected from these 
measures to develop the self-report, teacher, and peer rating 
scales to partially insure their content validity. Specific 
items were chosen to represent the content domains of interest
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4 8 .  OZ
6 6 2
1 0 0 . 0 Z
Chi-aquare
2 . 4 4
Deereea of freedom 
10
Significance level 
0 . 9 9
56
Table
G R A D E
C h i - 3 q u a r e  A n a l y s i s  f o r  G r a d e  b y  R a c e
R A C E
WHITE 1 BLACK 2 OTHER 3
3 I 46 I 12 I 0 I
I 48.3 I 9.3 I .4 I
I 79.32 I 20.72 I .02 I
I 8.32 I 11.32 I .02 I
I 6.92 I 1.82 I .02 I
I -2.3 I 2.7 I -.4 I
I -.3 I .9 I -.6 1
I -.8 I 1.0 I -.6 I
4 I 41 I 9 1 3  1
I 44.1 I 8.5 I .3 I
I 77.42 I 17.02 I 5.72 I
I 7.42 I 8.52 I 75.02 I
I 6.22 I 1 .42 I .52 I
I -3.1 I .5 1 2 . 7  I
I -.5 I .2 I 4.7 I
I -1 .2
_
I .2 I 5.0 I
5 I 47 I 8 I 0 I
I 45 .8 I 8.8 I .3 I
I 85.52 I 14.52 I .02 I
I 8.52 I 7.52 I .02 I
I 7.12 I 1 .22 I .02 I
I 1.2 I -.8 I -.3 I
1 .2 I -.3 I -.6 I
I .5
_i______
I -.3 I -.6 I
6 I 47 I 9 I I I
I 47.4 I 9.1 I .3 I
I 82.52 1 15.82 I 1.82 I
I 8.52 I 8.52 I 25.02 I
I 7.12 I 1 .42 I .22 I
I -.4 I -.1 I .7 I
I -.1 I .0 I 1 .1 I
1 -.2
x _  _ _ _ _ _ _ _ _ _ _ _
I .0 1 1 . 2  I
7 I 47 I 9 I 0 I
1 46.6 I 9.0 I .3 I
I 83.92 I 16.12 I .02 I
I 8.52 I 8.52 I .02 I
I 7.12 I 1 .42 I .02 I
I .4 I .0 I -.3 I
I .1 I .0 I -.6 I
I .1 
+-----------------------------------------------------
I .0 I -.6 I
R O V  T O T A L
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8.82
53
8.02
55
8.32
57
8.62
56
8.52
57
C O L U M N
T O T A L
C h i
8
9
10
11
12
96 17 I 0
94.1 18.1 I .7
85.0% 15.0% I .0%
17.4% 16 .0% I .0%
14.5% 2 .6% I .0%
1 .9 -1 .1 I -.7
.2 -.3 I -.8
.5 -.3 I -.9
59 9 I 0
56 .6 10.9 I .4
86 .8% 13.2% I .0%
10.7% 8.5% I .0%
8.9% 1 .4% I .0%
2.4 -1 .9 I -.4
.3 -.6 I -.6
.8 -.7 I -.7
58 11 I 0
56.6 10.9 I .4
83.8% 16.2% I .0%
10.3% 10.4% I .0%
8.6% 1.7% I .0%
.4 .1 I -.4
.1 .0 I -.6
.1 .0 I -.7
55 12 I 0
55.8 10.7 I .4
82.1% 17.9% I .0%
10.0% 11.3% I .0%
8.3% 1 .8% I .0%
-.8 1 .3 I -.4
-.1 .4 I -.6
-.3 .4 I -.7
55 10 I 1
54.9 10.6 .1
83 .31 15.2% I 1 .5%
10.0 % 9.4% I 100 .0%
8.3% 1 .5% I .2%
.1 -.6 I .9
.0 - .2 I 2.9
.0 -.2 I 3.0
113
17.1%
68
10.3%
69
10.3%
67
10.1%
66
1 0 .0%
551 106 5 662
83.2% 16.0% .8% 100.0%
■ a a u a r e  D e g r e e s  o f f r e e d o m  S i g n i f i c a n c e
38.23 30 0.14
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to this study, i.e., depression, social skills, aggression, 
and social withdrawal. The items selected were those most frequently 
cited in the literature to reflect these four constructs and 
which were consistent across the appropriate five measures.
The item generality of the several narrow-band factors of the 
CBCL, from which items were adapted for the three rating scales, 
may be questioned. That is, specific behaviors on these narrow-band 
factors (e.g., Uncommunicative, Social Withdrawal, Depressed, 
and Anxious-Obsessive) varies with the sex and age (i.e., boy, 
girl; 6-11, 12-16) of the subject. Although the factor labels 
change across sex and age levels to reflect slightly different 
constructs, the majority of behaviors within these factors are 
similar. Therefore, the items chosen from these factors of 
the CBCL to comprise the Depression and Social Withdrawal factors 
of the self-report, teacher, and peer rating scales were similar 
across ages.
These five inventories were chosen from which to select 
items for three reasons. One, the format of these inventories 
(i.e., self-report, teacher, and peer) served the purpose of 
gaining information from a variety of sources. Two, the constructs 
proportedly measured by these inventories included those of 
interest to this study— depression, social skills, aggression, 
and social withdrawal. Three, the psychometric properties of 
these inventories (i.e., reliability and validity) have been 
adequately researched and demonstrated to be satisfactory.
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A detailed description of these measures can be found in the 
preceding section. Each measure will, therefore, be only briefly 
described here.
Children's Depression Inventory (CPI). The CDI (Kovacs,
1983) is a 27-item self-rated symptom scale used to assess the 
severity of children's (ages 7-17) depression.
Peer Nomination Inventory of Depression (PNID). The PNID 
(Lefkowitz & Tesiny, 1980) is a 19-item "Guess Who" questionnaire 
developed to measure symptoms of depression in prepubertal children.
Peer Nomination Inventory (PNI). The PNI (Wiggins & Winder, 
1961) is another "Guess Who" measure, which consists of 62-items 
and evaluates the social adjustment (i.e., aggression, dependency, 
withdrawal, and depression) of children.
Child Behavior Checklist (CBCL). The CBCL (Achenbach & 
Edelbrock, 1983) includes 113 problem behaviors rated by teachers 
or students. This checklist is used to identify both general 
psychopathology (i.e., externalizing and internalizing syndromes) 
and specific clusters of behavioral problems (e.g., aggression, 
social withdrawal, depression) in children and adolescents (ages 
4-16).
Teacher Ratings of Social Skills (TROSS). The TROSS (Gresham 
& Elliott, 1984) is a 51-item teacher rating scale of children's 
social skills (ages 5-18). The TROSS includes four factors:
(a) Social Initiation, (b) Cooperation, (c) Peer Reinforcement, 
and (d) Academic Performance.
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To construct the three rating scales, 61 items were taken 
from the CDI, the PNID, the PNI, the CBCL, and the TROSS. The 
61 items reflected the four behavior domains or constructs of 
depression, social skills, aggression, and social withdrawal.
Numerous items from each of these measures were chosen to 
sufficiently cover the range of behaviors defined by each of 
the constructs.
Sources for aggression items. The aggression items were 
selected from the teacher and self-report versions of the CBCL 
and the PNI. Sixteen items from both measure's Aggressive factors 
were chosen. These items were consistent across each sex and 
age group of the CBCL (i.e., boy, girl; 6-11, 12-16) and similar 
to behaviors contained on the PNI.
Sources for social skills items. An additional 16 items 
were selected from the TROSS to measure three categories of 
subject's social behaviors. The three categories included 
(a) initiating social interactions (10 items), (b) peer reinforcement 
(2 items), and (c) cooperation (4 items).
Sources for social withdrawal items. Items for the Social 
Withdrawal factor were selected from the teacher and self-report 
CBCL and the PNI. Thirteen items from each of the following 
factors were included within the three rating scales: (a) Social
Withdrawal factor of the CBCL (girls, 6-11); (b) Depression/ 
Withdrawal factor of the CBCL (girls, 12-16); (c) Uncommunicative 
factor of the CBCL (boys, 6-11 and 12-16); and (d) Social Withdrawal
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factor of the PNI. Similar items from these four factors were 
chosen to be consistent across sex and age of subjects.
Sources for depression items. Twenty depression items 
were selected from the CDI, PNID, PNI, and several CBCL factors 
to complete the self-report, teacher, and peer rating scales. 
Selected items depicted the affective, cognitive, and behavioral 
components of depression. These items were congruent across 
the CDI, PNID, PNI, and CBCL teacher and self-report measures.
Five additional items were included from the CDI so that the 
content of items equally covered the three components of depression 
(N = 25).
The wording of the majority of all items modeled the CBCL 
due to its sound psychometric development. Randomly listed 
on the three rating scales were items from each of the four 
factors.
The self-report, teacher, and peer rating scales utilized 
3-point Likert scale (0 = "not true," 1 = "somewhat true," 2 
= "very true") formats. For the peer scale, all subjects1 names 
were typed horizontally across the paper with the 61 items typed 
vertically down the page. Ratings were made according to how 
well each of the 61 items described a subject now or within 
the past 6 months. Subject scores for each item on the self-report, 
teacher, and peer rating scales were based on these ratings.
See appendices A, B, and C for copies of the self-report, teacher, 
and peer rating scales. Appendix D presents each of the 61
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behaviors sampled by the three measures to illustrate the similarity 
between items and scales. Several items (i.e., 23, 25, 31,
32, 33, 40, 45, and 57) were duplicated across different factors. 
These items have been noted in the literature to reflect two 
or three of the constructs, and, therefore, produce slight overlap 
in the factors (Achenbach & Edelbrock, 1981; Quay, 1983; Wiggins 
& Winder, 1961). High correlations between factors with several 
comparable items may be expected to occur, but also significant 
discrimination between factors (Campbell & Fiske, 1959). 
Criterion-related Measures
The criterion-related validity of the self-report, teacher, 
and peer rating scales was determined through their relationship 
with three well-researched measures of childhood psychopathology. 
These measures included the Children's Depression Inventory 
(CDI) (Kovacs, 1983), the Teacher Ratings of Social Skills (TROSS) 
(Gresham & Elliott, 1984), and the Revised Behavior Problem 
Checklist (RBPC) (Quay & Peterson, 1983). Each of these measures 
will be briefly described and information provided as to their 
psychometric properties.
Children's Depression Inventory (CDI). The CDI (Kovacs,
1983) is a 27-item self-report measure of childhood depression 
appropriate for children between the ages of 7 and 17 years. 
Acceptable internal consistency, inter-item and item-total 
correlations, and test-retest reliability have been demonstrated 
by the CDI as well as criterion-related validity using internalizing
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behavior problems (i.e., anxiety and self-esteem) and interview 
ratings of depression. A total depression score is obtained, 
with higher CDI scores suggesting a more severe level of depression.
Teacher Ratings of Social Skills (TROSS). The TROSS (Gresham 
& Elliott, 1984) is a 51-item teacher rating scale which measures 
children's interpersonal, task-related, and self-related social 
skills. Each item is rated on a three-point Likert scale to 
indicate the extent to which the item describes the child's 
behavior (0 = "not true," 1 = "somewhat true," 2 = "very true").
The factors on the TROSS include (a) Social Initiation, (b) 
Cooperation, (c) Peer Reinforcement, and (d) Academic Performance. 
The TROSS has adequate internal consistency and item-scale 
correlations for each of its four factors as well as evidence 
for criterion-related validity using academic performance and 
problem behaviors as criteria (Black, 1985; Clark, Gresham,
& Elliott, 1985). Four factor scores plus a total score are 
obtained, with higher scores indicating better social skills.
Revised Behavior Problem Checklist (RBPC). The RBPC (Quay 
& Peterson, 1983) includes 89 problem behaviors rated by parents 
or teachers on a 3-point scale (0 = "not a problem," 1 = "a 
mild problem," 2 = "a severe problem") for children between 
the ages of 6 and 18 years. Factor analysis of the RBPC indicates 
that four major and two minor factors constitute its structure 
(Quay & Peterson, 1983). These factors are labeled (a) Conduct 
Disorder, (b) Socialized Aggresssion, (c) Attention Problems-
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Immaturity, (d) Anxiety-Withdrawal, (e) Psychotic Problems, 
and (f) Motor Excess. The RBPC has adequate internal consistency, 
interrater, and test-retest reliabilities for each of its factors 
as well as evidence for criterion-related and construct validity 
using academic performance, peer ratings of problem behaviors, 
and diagnostic classification based on the DSM-III (Quay & Peterson, 
1983). Items are summed within each factor to obtain raw scores 
for each of the six subscales. Subscale scores are compared 
to currently available norms for the child's age and sex, with 
higher scores indicating greater problem behaviors. Copies 
of the CDI, the TROSS, and the RBPC are provided in Appendices 
E, F, and G.
Procedure
Administration of Measures
The three previously discussed assessment methods were 
used to gain information about each subject's behavior related 
to depression, social skills, aggression, and social withdrawal 
from multiple perspectives. The self-report, teacher, and peer 
rating scales were administered concurrently within a given 
classroom. The self-report and peer rating scales were given 
in a group setting by trained research assistants. Each subject 
was requested to complete the 61-item self-report measure in 
which he or she was asked to rate his or her behavior according 
to the 3-point Likert scale. All children in each selected 
classroom completed the self-report rating scale. Approximately
65
10-20 children from each classroom were utilized as subjects 
to minimize the quantity of teacher ratings required. These 
subjects were randomly selected from the class roster to obtain 
an equal number of males and females. To randomize subject 
selection at the LSU Lab School, every other same-sex child 
was picked from the class roster until 10-20 children were chosen. 
At the remaining schools (i.e., DSE, SSE, and CL) all students 
in each classroom were used as subjects.
Teacher ratings were gathered by having classroom teachers 
rate each subject’s behavior on the 3-point Likert scale. Each 
teacher was asked to rate approximately 10-20 subjects to disperse 
the ratings over a broader variety of information sources and 
to minimize the amount of teacher rating time. The teacher 
rating scale contained 61 behaviors that were identical to the 
self-report rating scale.
The peer rating scale required that the subject’s peers 
rate him or her on the same 61 behaviors contained on the other 
two scales. The subject's peers placed a 0, 1, or 2 under the 
item according to how well the behavior described that particular 
subject.
All three rating scales were administered during the days 
and times convenient to both the classroom teacher and research 
assistants. No duplication of ratings occurred for any of the 
three measures due to the 7th through 12th grade students changing 
classes for different academic subjects.
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Scoring of Measures
Each subject received four factor scores from the self-report, 
teacher, and peer rating scales. Subject and teacher responses 
to individual items on the Depression factor (i.e., 0, 1, or 
2) were summed to obtain a Depression factor score for each 
rating scale. Item responses were also summed for the other 
three factors to obtain Social Skills factor scores, Aggression 
factor scores, and Social Withdrawal factor scores. For the 
peer rating scale, a Depression factor score equaled the total 
summed ratings obtained for each depression item divided by 
the number of raters. Similar calculations were made to generate 
a Social Skills factor score, an Aggression factor score, and 
a Social Withdrawal factor score for each subject. Ultimately, 
all subjects received 12 factor scores; four factor scores 
(i.e., Depression, Social Skills, Aggression, and Social Withdrawal) 
from each of the three measures (i.e., self-report, teacher, 
and peer rating scales).
RESULTS
Data from the self-report, teacher, and peer rating scales 
were subjected to a series of analyses to determine the scales 
psychometric properties and the convergent and discriminant 
validity of childhood depression. The first set of analyses 
examined the test-retest and internal consistency reliabilities 
of each scale. Each scale was then factor analyzed to confirm 
its factorial validity. The third set of analyses evaluated 
the concurrent and congruent validity of the three scales.
Finally, four multitrait-multimethod (MTMM) matrices were computed 
to assess the convergent and discriminant validity of childhood 
depression.
Reliability
Test-retest
The self-report and peer rating scales were re-administered 
two weeks following the initial assessment. The median retest 
interval for the teacher rating scale was 2 and 1/2 weeks. 
One-hundred and sixty-one children from the total subject pool 
were randomly selected to complete the self-report rating scale 
during retesting. Between 24 and 30 children (M = 27) were 
chosen from the elementary grades (i.e., 3rd, 4th, and 5th), 
intermediate grades (i.e., 7th and 9th), and secondary grades 
(i.e., 11th). Approximately 25 teachers in grades 6, 7, 9,
10, 11, and 12 were re-administered the teacher rating scale, 
although only 18 rating scales were returned by the end of the
67
68
school year. In addition, attempts were made to obtain more 
teacher ratings at Time 2 by prompting all teachers to return 
their original rating scales. However, these prompts did not 
result in an increase in teacher ratings. Peer rating scales 
were also completed at Time 2 on 93 children in the elementary 
grades (i.e., 3rd, 4th, and 5th), intermediate grades (i.e.,
7th and 9th), and secondary grades (i.e., 11th). Procedures 
for re-administering the three rating scales were similar to 
those followed during the initial testing. Pearson product-moment 
correlation coefficients were calculated for each factor score 
(i.e., depression, aggression, social skills, and social withdrawal) 
by each method (i.e., self-report, teacher, and peer). Four 
reliability coefficients were, therefore, obtained from each 
scale to examine the temporal stability of ratings between Time 
1 and Time 2.
Table 8 presents the test-retest reliability coefficients 
for each of the four factors by the three methods. The median 
2-week test-retest reliability coefficient for each factor was 
as follows: Depression (r = .66, £ <  .0001); Aggression (r
= .66, £ <  .0001); Social Skills (r = .53, £ < .0001); and 
Social Withdrawal (r = .70, £ <  .0001). Teacher ratings of 
depression (r = .83) and teacher ratings of aggression (r =
.93) were the only ratings which reached an adequate level of 
stability (i.e., £  > .75). The remaining correlation coefficients 
were within the low-to-moderate range of stability. These
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T a b l e  8
T e s t - R e t e s t  Re l i a b i l i t y  Co e f  f i c i e n t s  for 
E a c h  F a c t o r  by E a c h  M e t h o d
T r a i t  r. j>
M e a s u r e
S e l f - R e p o r t  R a t i n g  S c a l e  ( S R S ) a D e p r e s s i o n .66 <.0001
SRS A g g r e  s s ion .63 <.0001
SRS S o c i a l  S k i l l s .53 <•0001
SRS S o c i a l  W i t h d r a w a l .71 <.0001
T e a c h e r  R a t i n g  Sc a l e  ( T R S ) k D e p r e  ss ion .83 <.0001
T RS A g g r e  ss ion .93 <.0001
TRS S o c i a l  Sk i l l s .53 <.01
TRS S o c i a l  W i t h d r a w a l .70 <.001
P e e r  R a t i n g  Sc a l e  ( P R S ) C D e p r e s s i o n .51 <.0001
PRS A g g r e  s s ion .66 < .0001
PRS S o c i a l  S k i l l s .58 <.0001
PRS S o c i a l  W i t h d r a w a l .30 <.002
a S e l f - R e p o r t  R a t i n g  S c a l e  N = 161.
T e a c h e r  R a t i n g  Sc a l e  N = 18. 
cP e e r  R a t i n g  S c a l e  N = 93.
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reliability estimates suggest that self-report and peer ratings 
of depression} aggression, social skills, and social withdrawal 
vary across a short test-retest interval. The low stability 
estimates found for the Social Skills factor and the Social 
Withdrawal factor may be partially explained by their smaller 
item content in comparison to the other two factors, particularly 
in view of the significant difference in coefficients between 
these factors on the teacher rating scale and the Depression 
and Aggression factors.
Internal Consistency
Internal consistency reliability estimates were computed 
for each of the three methods using Cronbach's coefficient alpha 
(Cronbach, 1951). Four coefficients alpha were calculated for 
each scale to represent the four factors. The item homogeneity 
of each factor was then based on these calculations.
The coefficients alpha were based on 634 self-report ratings 
(N = 662), 349 teacher ratings (N = 349), and 381 peer ratings 
(N = 386) after several cases were deleted because the number 
of missing items exceeded criterion (i.e., 20%). Table 9 presents 
the coefficients alpha for each of the four factors by the three 
methods. The median internal consistency estimates for each 
factor was as follows: Depression (r = .90); Aggression (r
= .87); Social Skills (r = .86); and Social Withdrawal (r 
= .66). The only factors which did not show an adequate degree 
of item homogeneity (i.e., r > .80) were the Aggression and
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Table 9
Coefficient Alphas for Each 
Factor by Each Method
Trait r ^
■ —  ot-
Measure
Self-Report Rating Scale (SRS)a Depression .86
SRS Aggression .70
SRS Social Skills .72
SRS Social Withdrawal .60
Teacher Rating Scale (TRS)*3 Depression .90
TRS Aggression .87
TRS Social Skills .89
TRS Social Withdrawal .71
Peer Rating Scale (PRS)C Depression .91
PRS Aggression .92
PRS Social Skills .86
PRS Social Withdrawal .66
fSelf-Report Rating Scale N = 634.
^Teacher Rating Scale N = 349.
cPeer Rating Scale N = 381.
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the Social Skills factors on the self-report rating scale, and 
the Social Withdrawal factor on all three scales. These reliability 
estimates suggest that the Depression, the Aggression, and the 
Social Skills factors have a high-to-moderate level of internal 
consistency across each of the scales. The Social Withdrawal 
factor appears to possess a low level of internal consistency 
based on these reliability coefficients. The differences in 
the level of item homogeneity between each factor may be explained 
by the number of items contained within the factors. That is, 
the Depression factor has the largest number of items (i.e.,
26) and the highest level of internal consistency. In contrast, 
the Social Withdrawal factor contains only seven items and shows 
the poorest degree of item homogeneity; with the Aggression 
and the Social Skills factors falling in between these two extremes. 
The internal consistency of the Social Withdrawal factor was 
recalculated by means of the Spearman-Brown formula to correct 
for this bias in item length. The recalculated reliability 
estimates for the Social Withdrawal factor were as follows: 
self-report rating scale (r = .82); teacher rating scale (r 
= .88); and peer rating scale (_r = .85). These coefficients 
suggest an acceptable level of item homogeneity, although to 
varying degrees, for all four factors across each of the three 
scales.
Factor Analyses (Principal Components Analyses)
Each measure was subjected to a principal components analysis
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(PCA) in order to provide evidence for the factorial validity 
of the three measures. PCA was used because it provides a unique 
mathematical solution and it extracts maximum variance from 
the data set by analyzing all of the variance in the correlation 
matrix by substituting unities in the positive diagonal (i.e., 
the correlation between the variable and itself). While PCA 
and factor analysis are similar, PCA uses all of the variance 
in the observed variables for the solution, whereas factor analysis 
only uses the variance a variable shares with other variables 
in the factorial solution (i.e., the commonalities) (see Comrey,
1973, for a more detailed discussion).
The type of analysis performed was a confirmatory factor 
analysis. That is, the factor matrices were analyzed to substantiate 
the hypothesis that four factors underline the structure of 
each measure. Previous research has demonstrated that factors 
labeled Depression, Social Skills, Aggression, and Social Withdrawal 
emerge when similar scale items are subjected to factor analysis.
As such, four factors were extracted from the data sets a priori.
Following the PCA, the factor matrices were rotated orthogonally 
(Varimax rotation) and obliquely (Promax rotation) to provide 
the best interpretation of the factor structure of each matrix.
The extent to which the factors were correlated or uncorrelated 
and the simple structure criterion were used to determine which 
factor rotation technique best fit the data (i.e., oblique versus 
orthogonal, respectively). An orthogonal rotation was chosen
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as the best fit to the data because of the low interfactor 
correlations (see Table 10) and the better simple structure 
obtained from the orthogonal rotation.
Several criteria were used to determine the extent to which 
each factor matrix for each of the methods (i.e., self, teacher, 
and peer) confirmed the hypothesis of a four-factor solution 
as well as to determine which items loaded on given factors.
One, an exploratory factor analysis was performed on the self-report, 
teacher, and peer rating scales to see if more than four factors 
could be extracted from the data sets. Two, factors were extracted 
if the sums of their latent roots were equal to or greater than 
unity ("eigenvalue one" criterion). Three, scree tests on the 
unrotated factor matrices were used to confirm the number of 
factors retained by the "eigenvalue one" criterion. Four, an 
item was said to load on a given factor if the factor loading 
was .25 or greater. Five, the criterion of simple structure 
(i.e., high loadings on a given factor and relatively low loadings 
on the remaining factors) was used to retain items.
Tables 11, 12, and 13 present the rotated factor structures 
for the self-report, teacher, and peer rating scales, respectively. 
Criterion one was fulfilled in that the exploratory factor analysis 
failed to produce factor structures for the self-report and 
teacher rating scales using both orthogonal (uncorrelated) and 
oblique (correlated) rotation techniques. The confirmatory 
factor analysis extracted four distinct factors for each of
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Table 10
Interfactor Correlation Matrix for the Teacher Rating Scale
a
Factors
Agg SS Dep SW
Agg 1.00
SS -.07 1.00
Dep .10 -.20 * 1.00
SW .20 * -.08 .32 * 1.00
Note. Interfactor correlations for the self-report and the 
peer rating scales could not be computed because the oblique 
rotation did not converge for these measures.
a
Agg = Aggression; SS = Social Skills; Dep = Depression;
SW = Social Withdrawal.
* £ < .01.
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Ta b le  11
R o t a t e d  P r i n c i p a 1 - C o m p o n e n t s  A n a l y s i s
for the S e l f - R e p o r t  R a t i n g  S c a l e
Fu l l  Samp le 
F a c t o r s 3
I II III IV
11 ems
53 .58 -. 1 4 .10 -.11
51 .57 - .19 .11 - .09
15 .53 - .09 .17 .20
18 .51 -. 1 9 .07 .35
40 .49 -.12 .05 .36
59 .49 .09 .09 .03
55 .49 - . 1 4 .15 .01
24 .48 .05 .09 .31
44 .48 -.05 .06 .22
03 .47 -.07 .01 .24
38 .46 -. 1 6 .03 .08
61 .46 .03 .11 .16
16 .46 -. 0 9 .23 .18
23 .44 .02 .17 .16
42 .44 .22 .13 .16
60 . 44 .09 .10 .04
57 .43 - . 0 8 - . 0 8 - . 2 0
47 .41 .19 .19 .11
45 .40 -. 2 4 .23 -. 0 2
14 .40 - .03 - . 0 2 .06
27 .38 .06 .12 .17
10 .35 -. 2 6 .06 .02
17 .33 -.16 - .26 .28
06 .32 .04 .07 .31
36 .21 - . 0 0 -. 0 6 .19
35 - . 1 4 .60 .07 - . 1 0
19 .04 .60 - . 0 0 - . 3 2
05 - . 0 3 .56 -. 0 2 -. 1 7
28 - . 0 7 .50 -.11 .02
29 .06 .50 - .13 .03
43 - .03 .48 .09 .06
21 - . 2 6 .47 .12 - . 2 0
48 - . 0 6 .46 .04 .07
37 .04 .46 - .05 .02
58 - . 2 0 .45 - . 1 9 .33
04 - . 0 9 .42 - . 2 3 .22
54 -.01 .30 -.21 .08
50 .10 .29 - . 0 9 .10
12 .18 .18 -.11 .11
41 .29 .18 -.01 .01
h 2
.38
.38
.35
.42
.39
.28
.28
.34
.28
.28
.25
.25
.31
.25
.28
.21
.24
.25
.27
.17
.19
.19
.28
.21
.08
.39
.46
.34
.27
.27
.25
.34
.22
.21
.39
.28
.14
.11
.09
.12
i
77
56 .04 .14 .57 .09 .36
52 .09 - .20 .56 - .17 .39
49 .09 - .1 2 .51 .15 .30
22 .14 -.19 .50 - .04 .31
39 .01 .19 .47 .25 .32
08 .12 - .19 .47 .05 .27
46 .08 -.14 .47 - .07 .25
25 .16 .03 .46 .17 .27
09 .21 - .01 .43 .12 .25
34 - .08 . 27 .33 .08 .19
01 -.02 - .1 3 .31 .26 .18
11 .17 - .07 .22 .06 .09
13 .15 .02 .20 .06 .06
30 .34 .05 -.13 .52 .41
32 -.03 - .14 .33 .49 .37
02 .34 .00 .05 .44 .31
20 .26 .01 .30 .40 .32
31 .16 .08 .15 .35 .17
33 .33 - .02 .26 .34 .30
26 .24 .12 .19 .32 .21
07 .03 .05 .05 .12 .02
E i g e n v a l u e : 7.97 3 .70 2.69 1 .67
Percent Variance: 13 .1 6.1 4 .4 2 .7
aFactor 1= Depression; Factor 11= Social Skills; 
Factor 111= Aggression; Factor IV= Social Withdrawal.
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02
42
26
24
31
60
32
18
59
33
06
30
27
23
17
61
53
10
16
44
57
14
38
07
51
05
28
35
19
04
29
37
43
41
21
58
48
50
54
12
78
R o t a t e d  P r i n c i p a  1 - C o m p o n e n t 3 A n a l y s i s
for the T e a c h e r  Rat ing S ca l e
F u l l  S a m p l e  
F a c t o r s  * b
II III IV h 2
.66
.64
.63
.62
.60
.60
.56
.53
.51
.51
.49
.49
.48
.48
.44
.43
.42
.40
.40
.40
.38
.36
.35
.35
.31
.25
■.25
.02
.10
.14
.05
.03
.07
.05
.31
.02
.02
.02
.17
.05
.13
.33
.02
.28
■.49
.13
.35
.60
.48
.45
.38
.44
.08
.16
.11
.13
.23
.35
.02
.51
.14
.02
.41
.04
.32
.03
.40
.44
.29
.36
.09
.40
.12
.25
.18
.02
.33
.15
.18
.13
.30
.06
.25
.18
.11
.18
.10
.25
.37
.05
.05
.37
. 2 2
.03
.05
.18
.04
.33
.28
.10
.03
.12
.15
.17
.54
.45
.50
.43
.48
.51
.33
.58
.38
.32
.55
.24
.36
.35
.42
.49
.26
.40
.41
.44
.35
.56
.39
.33
.37
.31
.10
.02
.08
.01
.11
. 10
.10
.04
.16
.03
.06
.19
.12
.08
.05
.80
.73
.72
.71
.70
.68
.67
.67
.61
.61
.54
.50
.43
.26
.17
-.01 
- . 3 5  
.11  
.01 
-. 2 5  
- . 3 8  
-.22 
.06 
- . 3 0  
-  .01 
.01 
- .23 
- . 2 9  
- . 4 2  
-.46
.06
. 10
.24
.02
.16
.08
. 2 2
.02
. 10
.23
.05
.26
. 12
.04
.00
.65
.66
.60
.50
.59
.63
.56
.45
.50
.42
.30
.41
.30
.25
.24
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56 .07 - .01 .77 .10 .59
01 .10 - . 0 4 .74 .16 .59
09 .12 .02 .72 .06 .54
46 .12 - .02 .71 .17 .55
13 .19 -.12 .71 .03 .56
39 .05 .08 .70 - . 0 5 .50
49 .21 -.01 .59 .41 .55
22 .08 - .09 .57 .43 .53
08 .03 - . 1 0 .57 .44 .52
52 .03 -.11 .56 .52 .60
25 .23 .04 .42 .51 .49
34 - . 0 8 .73 .22 -. 1 2 .60
11 .17 .13 -.02 .39 .20
55 .02 - .08 .12 .56 .34
20 .18 - . 0 2 .42 .52 .47
47 .31 - . 0 0 .03 .50 .35
36 .12 -.06 .01 .49 .25
15 .24 -. 1 7 .12 .42 .28
03 .34 - . 0 8 .11 .36 .26
45 .28 - . 2 6 .33 .35 .37
E i g e n v a l u e : 4. 8 8 1 2 . 8 8 7.13 2.06
P e r c e n t  V a r i a n c e : 8.0 21 .1 11.7 3 .4
a F a c t o r  1= D e p r e s s i o n ;  F a c t o r  11= S o c i a l  Sk i l l s ;
F a c t o r  111= A g g r e s s i o n ;  F a c t o r  IV= S o c i a l  W i t h d r a w a l .
F a c t o r s  I t h r o u g h  IV a r e  n o t  in t h e  o r d e r  f r o m  w h i c h  t h e y  
w e r e  e x t r a c t e d  f r o m  the PCA. T h e y  w e r e  p l a c e d  in the s a m e  
o r d e r  as t h e  s e l f - r e p o r t  r a t i n g  s c a l e  f o r  c l a r i t y  of d a t a  
p r e s e n t a t i o n .
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T a b l e  13
R o t a t e d  P r i n c i p a  1- C o m p o n e n t a  A n a l v a i s
for the P e e r  R a t i n g  S c a l e
Full  S a m p l e  
F a c t o r s 3 » ^
I II III IV h 2
Items
03 .77 - . 2 0  - . 0 6  .08 .63
40 .66 - . 0 4  .12 .23 .51
16 .66 -.12 .22 .15 .52
30 .63 .17 - . 1 4  .02 .45
15 .63 - . 1 0  .13 .15 .44
61 .62 - . 0 8  .21 .07 .44
07 .62 - . 0 8  - . 2 4  - . 0 6  .46
02 .61 - . 0 5  .20 .07 .42
18 .60 - . 1 3  -. 0 7  .38 .53
10 .58 - . 2 5  -. 1 2  .07 .42
26 .57 - . 0 3  .10 .11 .35
14 .57 .02 - . 2 5  - . 0 3  .38
33 .54 -.11 .37 .19 .47
17 .54 - . 0 5  - . 5 2  .05 .57
44 .52 -.11 .07 .38 .44
51 .52 -.41 .06 .17 .47
24 .50 -. 1 3  .13 .35 .41
06 .50 .21 .11 .01 .30
59 .48 - . 1 5  - . 1 0  .23 .32
45 .47 - . 3 2  .33 .14 .45
60 .47 - . 1 5  .02 .24 .30
57 .44 - . 2 4  - . 0 9  .24 .32
42 .43 .18 .20 .39 .41
38 .41 - . 1 9  - . 1 8  .38 .38
31 .31 .12 .57 .06 .44
32 .20 - . 0 4  .71 -.11 .56
28 - . 1 7  .73 - . 1 8  .06 .61
48 .01 .70 -. 1 2  .05 .51
19 -.21 .67 .06 .04 .50
37 .05 .67 - . 1 8  .10 .49
05 - . 2 4  .66 - . 1 3  .03 .51
04 .02 .63 - . 4 0  - . 1 0  .57
29 - . 0 9  .63 - . 2 8  .04 .49
58 - . 1 3  .61 -. 0 6  - . 1 2  .41
43 - . 1 4  .58 .25 - . 0 8  .43
21 - . 3 6  .58 .32 - . 0 3  .56
35 - . 3 3  .57 .28 - . 1 8  .55
54 .07 .56 - . 3 3  - . 1 8  .46
50 .23 .50 -.26 - . 0 6  .38
41 .25 .33 .13 .18 .22
12 .45 .05 .15 .01 .22
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09 .04 -.04 .82 .02 .67
01 .10 -.10 .79 -.07 .65
56 -.04 -.08 .77 .17 .63
39 .02 -.02 .76 .10 .58
49 -.00 -.03 .74 -.02 .55
08 .08 -.31 .73 .08 .65
46 -.02 -.14 .72 .05 .55
13 -.04 -.28 .68 .11 .56
22 .00 -.17 .67 .09 .49
52 -.07 -.29 .58 .20 .46
11 .28 .16 .58 -.08 .44
25 .07 -.04 .52 .39 .43
34 -.22 .37 .46 .13 .42
55 .07 -.14 .11 .67 .48
47 .30 .01 .05 .60 .45
27 .40 .13 .09 .53 .46
36 .21 .06 .03 .46 .26
23 .30 - .04 .20 .44 .33
53 .20 -.35 .22 .22 .25
20 .41 -.09 .45 .18 .41
Eigenvalue : 12 .53 5.34 8.23 1 .84
Percent Variance: 20 .2 8 .6 13.3 3 .0
aFactor 1= Depression; Factor 11= Social Skills;
Factor 111= Aggression; Factor XV= Social Withdrawal. 
^Factors I through IV are not in the order from which they 
were extracted from the PCA. They were placed in the same 
order as the self-report rating scale for clarity of data 
presentation.
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the three methods with eigenvalues greater than unity. In addition, 
scree tests resulted in a four-factor solution on the unrotated 
factor matrices. Factor loadings for the majority of items 
were .25 or greater with the exception of 6 items on the self-report 
scale, 3 items on the teacher rating scale, and 4 items on the 
peer rating scale. All items were subsequently retained in 
order not to lose any information from individual items and 
because only one item (i.e., 12) had a factor loading of less 
than .25 across all three scales. In general, simple structure 
was obtained for each factor, which also negated the decision 
to delete items from further analyses.
Factor I can be labeled Depression and accounted for 13.1%, 
8.0%, and 20.2% of the variance on the self-report, teacher, 
and peer rating scales, respectively. The Depression factor 
contained 26 items and reflected the cognitive, affective, and 
behavioral components of depression (e.g., I feel that I am 
inferior, I am unhappy, I have trouble sleeping). Factor II 
can be labeled Social Skills and accounted for 6.1%, 21.1%, 
and 8.6% of the variance on the self-report, teacher, and peer 
rating scales. The Social Skills factor contained 15 items 
on each scale and pointed to initiating and receiving positive 
interactions from others. Factor III can be labeled Aggression 
and accounted for 4.4%, 11.7%, and 13.3% of the variance. Thirteen 
items were retained on the Aggression factor, such as argues 
a lot and gets into many fights. Factor IV can be labeled Social
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Withdrawal and accounted for 2.7%, 3.4%, and 3.0% of the variance 
on the self-report, teacher, and peer rating scales. Eight 
items were retained on this factor, which reflected a variety 
of internalizing behaviors (e.g., I like to be by myself, I 
am jealous of others, nothing is fun). Specific items on the 
Depression and the Social Withdrawal factors were not congruent 
across all three rating scales. The decision was made to keep 
the original factor structures because the Social Withdrawal 
factor on the self-report rating scale was clearly different 
from that on the teacher and peer rating scales. That is, seven 
items switched between the Depression factor and the Social 
Withdrawal factor on the teacher and peer scales compared to 
the self-report scale. Items were the same on the Social Skills 
and Aggression factors by moving three items to the Aggression 
factor of the teacher rating scale (i.e., 11, 25, and 34), one 
item to the Social Skills factor of the peer rating scale (i.e., 
12), and two items to the Social Skills factor of the self-report 
scale (i.e., 12 and 41). The following rule was used to move 
items: an item loaded high on two rating scales, it loaded
low on the third scale, and it loaded moderately on the new 
factor. Achenbach and Edelbrock (1983) use a similar procedure 
with the CBCL in that some items load high on more than one 
factor and then are retained by both factors.
Factor Structure Comparisons
Two separate PCAs were performed on the self-report, teacher,
and peer rating scales to confirm the factor structures for 
each method. The total subject pool, including students, teachers 
and peers, was randomly divided into two separate holdout samples. 
In the first holdout sample 50% of the self-report, 50% of the 
teacher, and 50% of the peer ratings were randomly selected 
and subjected to a PCA. The second holdout sample consisted 
of 70% of the self-report, teacher, and peer ratings, which 
were also subjected to a PCA. The same rotational technique 
(i.e., Varimax) was used for both samples. Vector comparisons 
for the resulting matrices were then computed using coefficients 
of congruence (Harman, 1976). Coefficients of congruence are 
based upon the relationship between pairs of factor loadings 
for corresponding factors and are defined by the following formula
Z (a X2)xj(a22)
Where:
r = coefficient of congruence 
c
a = factor loading for one sample 
1
a = factor loading for another sample 
2
Coefficients of congruence do not have a known sampling 
distribution. However, congruence coefficients of approximately 
.90 or greater are usually taken as the equivalency of the factors 
in question (Harman, 1976).
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Tables 14, 15, and 16 display the coefficients of congruence 
for the self-report, teacher, and peer rating scales, respectively. 
The range of coefficients for the self-report rating scale were 
as follows: full vs 50% sample (.79 to .99); 50% vs 70% sample
(.70 to .96); and 70% vs full sample (.94 to .99). The range 
of coefficients for the teacher rating scale were as follows: 
full vs 50% sample (.95 to .99); 50% vs 70% sample (.97 to
.99); and 70% vs full sample (.95 to .99). The range of 
coefficients for the peer rating scale were as follows: full
vs 50% sample (.97 to .99); 50% vs 70% sample (.95 to .99);
and 70% vs full sample (.99). These coefficients of congruence 
suggest that the factor structure of the full sample was more 
equivalent to the 70% sample on all three rating scales rather 
than the 50% sample. Although the factor structures of the 
three rating scales in the 50% and the 70% samples did not replicate 
exactly those of the full sample, the majority of items did 
load highest on the same factors. In general, the factor structure 
of the Depression, the Social Skills, the Aggression, and the 
Social Withdrawal factors were congruent across the three samples 
for the self-report, teacher, and peer rating scales.
Criterion-related Validity Analysis
Data for the criterion-related validity of the factors 
for the self-report, teacher, and peer rating scales were collected 
as follows. Five to 10 subjects from grades 3 through 10 were 
randomly selected to insure a representative sample across the
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Table 14
C o m o a r i a o n  o f  F a c t o r  S t r u c t u r e s : C o e f f i c i e n t s  o f  C o n g r u e n c e  f o r
S e l f - R e p o r t  R a t i n g  S c a l e
S A M P L E S
C o e f f i c i e n t s  o f  
C o n g r u e n c e
F u l l  S a m p l e ^ ) 5 0 Z  S a m p l e d ) 7 0 Z  S a m p l e d )
F a c t o r ®  I I I
I t e m F a c t o r  L o a d i n g F a c t o r  L o a d i n g F a c t o r  L o a d i n g
5 3 . 5 8 . 4 7 . 4 7
5 1 . 5 7 . 5 7 . 5 0
1 5 . 5 3 . 5 3 . 5 6
1 8 . 5 1 . 6 2 . 5 8
4 0 . 4 9 . 5 4 . 5 8
5 9 . 4 9 . 5 2 . 4 9
5 5 . 4 9 . 4 0 . 4 9
2 4 . 4 8 . 5 7 . 5 9
4 4 . 4 8 . 4 5 . 5 2
0 3 . 4 7 . 6 3 . 4 7
3 8 . 4 6 . 4 3 . 4 6
6 1 . 4 6 . 4 8 . 5 0
1 6 . 4 6 . 4 5 . 4 5
2 3 . 4 4 . 4 0 . 4 5
4 2 . 4 4 . 4 1 . 4 9
6 0 . 4 4 . 3 8 . 4 2
5 7 . 4 3 . 3 5 . 2 7
4 7 . 4 1 . 3 8 . 4 8
4 5 . 4 0 . 3 0 . 3 8
1 4 . 4 0 . 4 4 . 4 4
2 7 . 3 8 . 4 2 . 4 2
1 0 . 3 5 . 3 2 . 3 3
1 7 . 3 3 . 4 6 . 4 2
0 6 . 3 2 . 3 8 . 4 3
3 6 . 2 1 . 2 9 . 2 8
I I I I I I
3 5 . 6 0 . 6 1 . 6 0
1 9 . 6 0 . 6 6 . 5 8
0 5 . 5 6 . 6 5 . 5 4
2 8 . 5 0 . 4 5 . 5 4
2 9 . 5 0 . 4 9 . 5 2
4 3 . 4 8 . 3 8 . 4 6
2 1 . 4 7 . 5 2 . 4 2
4 8 . 4 6 . 2 5 . 4 8
3 7 . 4 6 . 5 9 . 4 0
5 8 . 4 5 . 0 9 . 4 9
0 4 . 4 2 . 4 1 . 4 4
5 4 . 3 0 . 0 5 . 3 5
5 0 . 2 9 . 1 4 . 3 8
1 2 . 1 8 . 0 2 . 1 9
4 1 . 1 8 . 0 9 . 1 9
. 9 9  . 9 5  . 9 9
.94 .92 .99
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III III III
56 .57 .57 .56
52 .56 .32 .60
49 .51 .50 .49
22 .50 .41 .48
39 .47 .57 .39
08 .47 .40 .46
46 .47 .27 .46
25 .46 .45 .40
09 .43 .42 .47
34 .33 .33 .38
01 .31 .44 .32
11 .22 .28 .24
13 .20 .20 .23
IV IV IV
30 .41 .28 .38
32 .37 .03 .46
02 .31 .07 .28
20 .32 .09 .21
31 .18 .08 .32
33 .29 .10 .13
26 .21 .01 .14
07 .02 .11 -.06
.97 .96
.79 .70
.99
.94
aFactor 1“ Depression; Factor II” Social Skills;
Factor 111* Aggression; Factor IV* Social Withdrawal,
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Table 15
Co mpa r i s o n  of Factor S t r u c t u r e s ; C o e f fic ien ts of Congruence for
Teach er Rating 8eale
SAMPLES
Full Samole  ^  ^ 50% S a m p l e ^ ) 70% Samoli
Factor® I I I
Item Factor Loading Factor Loadi ng Factor Li
40 .66 .66 . .66
02 .64 .69 .66
42 .63 .66 .64
26 .62 .63 .64
24 .60 .64 .59
31 .60 .69 .67
60 .56 .49 .63
32 .53 .57 .61
18 .51 .43 .54
59 .51 .54 .59
33 .49 .58 .54
06 .49 .56 .43
30 .48 .35 .38
27 .48 .51 .52
23 .44 .61 .46
17 .43 .32 .42
61 .42 .43 .44
53 .40 .33 .44
10 .40 .29 .38
16 .40 .50 .49
44 .38 .37 .37
57 .36 .23 .38
14 .35 .27 .23
38 .35 .38 .33
07 .31 .27 .24
51 .25 .19 .28
II II II
05 .80 .76 .82
28 .73 .71 .72
35 .72 .75 .76
19 .71 .67 .74
04 .70 .68 .69
29 .68 .65 .69
37 .67 .65 .67
43 .67 .69 .67
41 .61 .61 .62
21 .61 .60 .63
58 .54 .58 .56
48 .50 .50 .51
50 .43 .36 .39
54 .26 .21 .19
12 .17 .17 .18
Coef ficients of 
Congruence 
1-2 2-3 1-3
.99 .99 .99
.99 .97 .97
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III III III
56 .76 .73 .72
01 .74 .68 .73
09 .72 .70 .71
46 .71 .64 .72
13 .71 .77 .73
39 .70 .73 .68
49 .59 .45 .60
22 .57 .46 .59
08 .57 .41 .57
52 .56 .33 .62
25 .42 .21 .44
34 .22 .23 .24
11 - .02 -.18 -.08
IV IV IV
55 .56 .74 .48
20 .52 .55 .58
47 .50 .42 .33
36 .49 .38 .47
15 .42 .24 .17
03 .36 .12 .12
45 .35 .42 .27
.98 .98 .99
.95 .97 .95
aFactor 1“ Depression; Factor 11“ Social Skills;
Factor 111“ Aggression; Factor IV“ Social Withdrawal.
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T«ble 16
Comparison of Factor Structures: Coefficients of Congruence for
Peer Rating Scale
SAMPLES
Coefficients of 
/i\ / \ Congruence
Full Ssffillle 50Z Sample^2 ' 70Z Sam£_le'3) 1-2 2-3 1-3
Factor® I I I
Item Fac tor Loading Factor Loading Factor
03 .77 .77 .74
40 .66 .64 .65
16 .66 .65 .67
30 .63 .63 .58
15 .63 .68 .63
61 .62 .56 .61
07 .62 .64 .61
02 .61 .65 .58
18 .60 .61 .54
10 .58 .53 .59
26 .57 .56 .63
14 .57 .53 .58
33 .54 .65 .54
17 .54 .47 .52
44 .52 .50 .54
51 .52 .45 .56
24 .50 .32 .42
06 .50 .50 .45
59 .48 .43 .52
45 .47 .47 .52
60 .47 .40 .51
57 .44 .41 .44
42 .43 .48 .39
38 .41 .37 .38
31 .31 .31 .26
32 .20 .29 .26
II II II
28 .73 .72 .79
48 .70 .73 .71
19 .67 .67 .66
37 .67 .67 .65
05 .66 .64 .67
04 .63 .63 .66
29 .63 .62 .66
58 .61 .64 .61
43 .58 .56 .60
21 .58 .53 .55
35 .57 .57 .58
54 .56 .45 .55
50 .50 .49 .55
41 .33 .40 .30
12 .05 .06 -.01
.99 .95 .99
.99 .99 .99
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III H I  III
09 .82 .81 .82
01 .79 .78 .79
56 .77 .76 .72
39 .76 .70 .72
49 .74 .72 .74
08 .73 .75 .74
46 .72 .69 .71
13 .68 .69 .66
22 .67 .67 .67
52 .58 .63 .58
11 .58 .43 .58
25 .52 .50 .44
34 .46 .47 .42 .97 .99 .99
IV IV IV
55 .67 .52 .64
47 .60 .43 .59
27 .53 .45 .51
36 .46 .52 .53
23 .44 .60 .47
53 .22 .15 .18
20 .18 .17 .17 .97 .98 .99
aFactor I" Depression; Factor I1“ Social Skills;
Factor III** Aggression; Factor IV- Social Withdrawal.
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grade levels. These 46 subjects concurrently completed the 
CDI and the self-report rating scales. To protect against possible 
practice effects or reactivity half (n = 23) of the subjects 
completed the CDI first and then the self-rating and vice-versa 
for the other half (n = 23) of the sample, In addition to the 
teacher rating scale, the TROSS (N = 25) and the RBPC (N = 30) 
were completed by teachers from grades 3 through 12. The counter 
balanced administration procedure described above for the CDI 
and the self-ratings was also used to obtain the teacher ratings.
Pearson product-moment correlation coefficients were computed 
between each measure (n = 6) and each factor (n = 15). The 
six measures included the self-report, the teacher, and the 
peer rating scales, the CDI, the TROSS, and the RBPC. The 15 
factor scores included the 4 factors from the self-report, teacher, 
and peer rating scales, a CDI depression score, the 4 factors 
from the TROSS, and the 6 factors from the RBPC. The validity 
coefficients between these measures and factor scores were arranged 
within a correlational matrix to examine the concurrent validity 
of the self-report, teacher, and peer rating scales. Correlations 
which equal or exceed + .21 (£ < .05) and + .29 (£ < .01) with 
58 degrees of freedom were used as critical values for the validity 
coefficients.
Table 17 presents the correlational matrix with coefficients 
for each measure and each factor score used in the analysis.
The CDI was significantly correlated with the Depression factor
Table 17
Criterion-related Validity Coefficienta for Self-Report. Teacher. and Peer Ratine Scalea
MEASURE8
Traits'*
Self-Report Teacher Peer
Dep Agg SS SH Mdnr Dep Agg SS SH Mdnr Dep Agg 88 SH Mdni
CDIc .56 .15 .09
TS .77 .52 i • K> U> .60 .22 .30 -.28 .08 .10 .11 -.18 .07
Tross*' -.14 -.08 -.05
AR -.55 -.42 .20 -.13 -.52 -.42 .42 -.18 -.01 -.44 .05 .04
SI -.27 -.17 .25 -.02 -.24 .11 .74 .05 -.24 .00 -.08 -.16
PR -.20 .12 .20 -.03 -.27 -.12 .58 .18 -.17 -.15 .01 .08
CP -.25 -.41 .40 -.14 -.22 -.30 .73 -.03 .11 -.35 .01 -.23
RBPCe .02 .30 .02
CD .20 .19 -.43 -.27 .53 .50 -.60 .42 .07 .40 -.26 .17
SA .23 .32 -.37 -.12 .40 .34 -.42 -.14 .03 .39 -.06 .01
AP .15 .09 -.50 -.26 .62 .18 -.42 .29 .18 .11 -.10 .15
AH .12 .08 -.24 -.04 .72 .26 -.27 .34 .07 -.08 -.22 -.07
PB .09 .27 -.45 -.24 .22 .30 -.20 -.16 -.10 .46 -.05 -.03
ME .07 .25 -.28 -.13 .47 .42 -.32 .41 -.06 .24 -.31 -.02
a Methods: 1) Self- report Rating Sc:ale
2) Teacher Rating Scale
3) Peer Rating Scale
A) Children's D e p ression Inventory
5) Teacher Ratings of Social Skills
6) Revised Behavior Problem Checklist
* 
»
F a ctor Scores: Dep = Depres s ion
Agg A g g ression
SS = Social Skills
SH = Social Withdrawal
AR = Academic Performance
SI = Social Initiation
PR = Peer Reinfor cement
CP = Coope rat ion
CD s Conduct Disorder
SA = Socialized A g g ression
AP = At t e n t i o n  Problems - Immaturity
AW = Anxiety - Withdrawal
PB = Psychotic Behavior
ME = Motor Excess
CDI N - 46
TROSS N - 25
RBPC N - 30
Range of critical values •« j> < .05 to £  < .0001
V O
(r = .77, £  < .0001), the Aggression factor (r = .52, £ < .0001), 
and the Social Withdrawal factor (r = .60, £ < .0001) of the 
self-report rating scale (N = 46). Significant correlations 
were also found between the CDI and the Aggression factor (r 
= .30, £  < .02) and the Social Skills factor (r = -.28, £  <
.03) of the teacher rating scale. These correlations show a 
relationship between two self-report scales of depression, and 
self-ratings of depression and aggression. In addition, self-ratings 
of depression are related positively to teacher ratings of aggression 
and negatively to ratings of social skills.
The following factor scores on the self-report rating scale 
and the TROSS (N = 25) were significantly correlated: (a) depression
and academic performance (r = -.55, £ < .002); (b) aggression
and academic performance (r = -.42, £ < .02); (c) aggression
and cooperation (r = -.41, £  ( .02); and (d) social skills 
and cooperation (r = .40, £  < .02). Six correlations were 
significant between the teacher rating scale and the TROSS:
(a) depression and academic performance (i: = -.52, £  <.004);
(b) aggression and academic performance (r = -.42, £  < .02);
(c) social skills and academic performance (r_ = .42, £ 4.02);
(d) social skills and social initiation (r = .74, £ 4 .0001);
(e) social skills and peer reinforcement (r = .58, £ <.0001);
and (f) social skills and cooperation Cr = .73, £ <.0001).
The significant correlations between the peer rating scale and
the TROSS were as follows: (a) aggression and academic performance
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(r = -.44, £ < .01) and (b) aggression and cooperation (r =
-.35, £  < .04). These correlation coefficients suggest that 
teacher ratings of academic performance are negatively related 
to teacher and self-ratings of depression, as well as to aggressive 
behavior when measured by the self-report, teacher, and peer 
rating scales. Teacher ratings of cooperation are also negatively 
related to self and peer ratings of aggression. Finally, a 
high relationship exists between two teacher rating scales of 
social skills.
The following correlations were significant between the 
factor scores of the self-report rating scale and the RBPC (N 
= 30): (a) aggression and socialized aggression (r = .32, £  <
.05); (b) social skills and conduct disorder (jr = -.43, £ ^
.009); (c) social skills and socialized aggression (r = -.37,
£  < .02); (d) social skills and attention problems-immaturity
(r = -.50, £  <.002); and (e) social skills and psychotic behavior 
(r = -.45, £ < .006). Sixteen significant correlations were 
found between the teacher rating scale and the RBPC: (a) depression
and conduct disorder (r = .53, £ < .001); (b) depression and
socialized aggression (r = .40, £ { .02); (c) depression and
attention problems-immaturity (r = .62, £ < .0001); (d) depression
and anxiety-withdrawal (r = .72, £ < .0001); (e) depression
and motor excess (r =.47, £  < .004); (f) aggression and conduct
disorder (r = .50, £ < .002); (g) aggression and socialized
aggression (r = .34, £ < .04); (h) aggression and psychotic
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behavior (r =.30, £ < .05); (i) aggression and motor excess
(r = .42, £ < .01); (j) social skills and conduct disorder
(r = -.60, £  < .0001); (k) social skills and socialized aggression
(r = =.42, £  < .01); (1) social skills and attention problems-
immaturity (r = -.42, £  < .01); (m) social skills and motor
excess (r = -.32, £ < .04); (n) social withdrawal and conduct
disorder (r = .42, £ < .01); (o) social withdrawal and anxiety-
withdrawal (r =.34, £ < .03); and (p) social withdrawal and 
motor excess (r =.41, £  4, *01). Four correlations between the 
peer rating scale and the RBPC were found: (a) aggression and
conduct disorder (r =.40, £ < .01); (b) aggression and socialized
aggression (r = .39, £ < .02); (c) aggression and psychotic
behavior (r = .46, £ < .005); and (d) social skills and motor 
excess (r = -.31, £  < .05). These correlations suggest that 
teacher ratings of externalizing behavior problems (i.e., conduct 
disorder, socialized aggression, psychotic behavior, and motor 
excess) are related to teacher, peer, and self-ratings of 
aggression. Ratings of social skills by teachers, peers, and 
self-report are also negatively related to teacher ratings of 
externalizing behaviors (e.g., conduct disorder, attention 
problems-immaturity). Finally, teacher ratings of psychopathology 
are related to teacher ratings of depression (e.g., conduct 
disorder, motor excess) and social withdrawal (e.g., anxiety/ 
withdrawal).
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Multitrait-Multimethod Analysis 
The convergent and discriminant validity of each assessment 
measure was examined using multitrait-multimethod (MTMM) analyses. 
Four, 3 (methods) x 4 ("traits") MTMM matrices of the correlations 
between methods and traits were calculated. The three methods 
included the self-report, the teacher, and the peer rating scales. 
The four "traits" consisted of the factor scores for depression, 
social skills, aggression, and social withdrawal. One correlational 
matrix was computed for those subjects in grades 3 through 12 
who had three sources of information from the self-report, teacher, 
and peer rating scales (N = 303). Three separate correlational 
matrices were also computed on these subjects according to grade 
level (i.e., elementary, intermediate, and secondary). Ninety-two 
children were included in the MTMM matrix for the elementary 
grades: grade 3 (n = 30); grade 4 (n = 16); grade 5 (n =
28); and grade 6 (n = 18). The MTMM matrix for the intermediate 
grades consisted of 97 children: grade 7 (n = 18); grade 8 
(n = 35); and grade 9 (n = 44). The MTMM matrix for the secondary 
grades was based on 114 children: grade 10 (n = 37); grade
11 (n = 41); and grade 12 (n = 36). Analysis by grade level 
was used to determine whether the convergent and discriminant 
validity of each measure was relatively consistent across subjects' 
ages. The sex and racial composition of the four MTMM matrices 
were similar to each other and to that of the total subject 
pool (see Figures 1, 2, 3, and 4). Chi-square analyses showed
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Figure 1. Multitrait - multimethod matrix for grades 3 through 12.c
aMethods: 1) Self-Report Rating Scale
2) Teacher Rating Scale
3) Peer Rating Scale
Response Classes: A - Depression
B - Social Skills 
C - Aggression 
D - Social Withdrawal
'3
.66)
CN = 303; Male = 154 (50.8%), Female =
149 (49.2%); White = 258 (85.1%),
Black = 45 (14.9%).
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Figure 2. Multitrait - multimethod matrix for grades 3 through 6.c
aMethods: 1) Self-Report Rating Scale
2) Teacher Rating Scale
3) Peer Rating Scale
Response Classes: A - Depression
B - Social Skills 
C - Aggression 
D - Social Withdrawal
cn = 92; Male = 53 (57.6%) , Female =
39 (42.4%); White = 80 (87.0%),
Black = 12 (13.0%).
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Figure 3. Multitrait - multimethod matrix for grades 7 through 9.
aMethods; 1) Self-Report Rating Scale
2) Teacher Rating Scale
3) Peer Rating Scale
^Response Classes: A - Depression
B - Social Skills 
C - Aggression 
D - Social Withdrawal
cn = 97; Male = 49 (50.5%), Female =
48 (49.5%); White = 86 (88.7%),
Black = 11 (11.3%).
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Figure 4. Multitrait - multimethod matrix for grades 10 through 12.c
aMethods; 1) Self-Report Rating Scale
2) Teacher Rating Scale
3) Peer Rating Scale
Response Classes; A - Depression
B - Social Skills 
C - Aggression 
D - Social Withdrawal
cn = 114; Male = 52 (45.6%) , Female =
62 (54.4%); White = 92 (80.7%),
Black = 22 (19.3%).
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no differences between grade level and either sex or race of 
the subjects for the full MTMM matrix, >^1^(9, N = 303) = 7.01 
and 6.56, £ >  .05; for the elementary grade matrix, ^1^(3,
N = 92) = 2.14 and 1.10, £  > .05; for the intermediate grade 
matrix, ^ ^ ( 2 ,  N = 97) = 0.83 and 2.84, £ > .05; and for the 
secondary grade matrix, ' X J 2 (2, N = 114) = 1.16 and 0.29, £ >
.05.
Each of the four MTMM matrices were examined according 
to the following four criteria to established the construct 
validity of each factor ("trait") across different methods (raters) 
and grade levels. The following criteria were suggested by 
Campbell and Fiske (1959) for evidence of convergent and discriminant 
validity. One, the validity coefficients should be statistically 
significant and large. Two, each validity coefficent should 
be larger than the coefficients in the same column and row of 
the heterotrait-heteromethod triangles. Three, each validity 
coefficient should be larger than all coefficients in the 
corresponding heterotrait-monomethod triangles. Four, both 
the heterotrait-monomethod and heterotrait-heteromethod matrices 
should reflect a similar pattern of correlations. The first 
of these criteria is evidence for convergent validity (i.e., 
agreement or convergence between different methods of measuring 
the same "trait"). The last three criteria provide evidence 
for discriminant validity.
Figures 1, 2, 3, and 4 present the 3 (methods) x 4 (traits)
104
MTMM matrices of the correlations between methods and traits 
for all subjects and for the three grade levels. The numbers 
in parentheses represent the coefficients alpha or the reliability 
diagonals. The validity diagonals are shown by the numbers 
in between sets of triangles. Each heterotrait-monomethod triangle 
is enclosed by a solid line. Each heterotrait-heteromethod 
triangle is enclosed by a broken line.
The coefficients alpha for each of the factors or traits 
were similar across the four MTMM matrices as measured by the 
three methods. Values ranged from .58 to .92 (Mdn = .86) on 
the full MTMM matrix across the three methods (see Figure 1). 
Coefficients alpha for the elementary grade MTMM matrix ranged 
from .50 to .92 (Mdn = .81) across the three methods (see Figure
2). Values for the intermediate grade MTMM matrix ranged from 
.51 to .93 (Mdn = .85) across the three methods (see Figure
3). Coefficients alpha ranged from .63 to .91 (Mdn = .85) for 
the secondary grade MTMM matrix across the three methods (see 
Figure 4). The majority of coefficients alpha suggest a high 
degree of homogeneity for each factor on the self-report, teacher, 
and peer rating scales. The coefficients alpha for the Aggression 
factor of the self-report rating scale (full and secondary grade 
matrices) and for the Social Withdrawal factor of all three 
scales (full, intermediate, and secondary grade matrices) were 
somewhat lower indicating less homogeneity.
The data in Figure 1 through 4 provide some evidence for
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convergent validity, but very little evidence for discriminant 
validity. Looking at the validity diagonals for each of the 
MTMM matrices, there were low-to-moderate agreements between 
the three methods for the four traits. The highest agreements 
for the full MTMM matrix were between teacher and peer ratings 
of Aggression (r = .43, £  < .0001) and self and peer ratings
of Aggression (r = .39, £  < .0001). These correlations accounted
for 18.5% and 15.2% of the variance, respectively. The remaining
significant correlations accounted for between 2.0% and 7.9% 
of the variance across the four traits. Of the 12 correlations 
contained in the validity diagonal for the full MTMM matrix,
10 attained statistical significance at the .007 level or lower 
(Mdn r = .19, £ < .0001). For the elementary grade MTMM matrix 
the highest agreements were between self and teacher ratings 
of Depression (r =.40, £  < .0001); teacher and peer ratings 
of Aggression (r = .38, £ < .0001); and self and teacher ratings
of Aggression (r = .32, £  < .001). The variance accounted for
by these correlations were 16%, 14.4%, and 10.2%, respectively.
The range of variance accounted for by the remaining significant 
correlations was 2.9% to 6.8%. Seven of the 12 validity correlations 
reached statistical significance at the .05 level or lower (Mdn 
r = .18, £ < .04) for the elementary grade MTMM matrix. The 
highest agreements for the intermediate grade MTMM matrix were 
between self and peer ratings of Aggression (r = .58, £ < .0001); 
teacher and peer ratings of Aggression (r = .48, £ < .0001);
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self and teacher ratings of Aggression (r = .42, £  < .0001); 
self and teacher ratings of Social Skills (r = .34, £ { .0001); 
self and peer ratings of Social Skills (r = .34, £  C  .0001); 
and self and peer ratings of Depression (r = .32, £ K  .001).
These correlations accounted for 33.6%, 23.0%, 17.6%, 11.6%,
11.6%, and 10.2% of the variance, respectively. Of the 12 validity 
coefficients only these 6 attained statistical significance, 
which was at the .001 level or lower (Mdn r =.23, £ < .0001).
The following agreements were highest for the secondary grade 
MTMM matrix: teacher and peer ratings of Aggression (r = .47,
£  { .0001); self and peer ratings of Aggression (i: = .36, £
K  .0001); and self and peer ratings of Social Withdrawal (r 
= .35, £  ^ .0001). The variance accounted for by these 
correlations were 22.1%, 13.0%, and 12.3%, respectively. The 
remaining significant correlations accounted for between 2.9% 
and 7.3% of the variance across the four traits. Of the 12 
correlations in the validity diagonal, 8 were statistically 
significant at the .04 level or lower (Mdn r = .18, £  <  .02) 
for the secondary grade MTMM matrix.
The Depression, the Social Skills, and the Aggression factors 
had an equal number of significant correlations (n = 3) for 
the full MTMM matrix. For the elementary grade and the intermediate 
grade MTMM matrices the Aggression factor had the most significant 
correlations (n =3) followed by the Social Skills factor (n 
= 2) and the Depression factor (n = 1). The Depression and
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the Aggression factor had the same number of significant correlations 
(n = 3) followed by the other two factors (n = 1) for the secondary 
grade MTMM matrix. The factors or traits that accounted for 
the largest amount of variance when collapsing across the three 
assessment methods were as follows: Aggression for the full
MTMM matrix (Total = 41.6%); Aggression for the elementary 
grade MTMM matrix (Total = 29.0%); Aggression for the intermediate
grade MTMM matrix (Total = 74.2%); and Aggression for the secondary
grade MTMM matrix (Total = 39.5%). The Social Skills factor
(Range = 7.3-23.2%) and the Depression factor (Range = 9.4-16.0%) 
contributed almost equal amounts of variance within each of 
the four MTMM matrices. The methods that accounted for the 
most variance when collapsing across the four traits were as 
follows: self/peer for the full MTMM matrix (Total = 26.4%);
self/teacher for the elementary grade MTMM matrix (Total = 26.2%); 
self/peer for the intermediate grade MTMM matrix (Total = 55.4%); 
and self/peer for the secondary grade MTMM matrix (Total = 28.9%). 
Differences emerged, however, when looking at the pattern of 
methods which accounted for the most variance between the four 
MTMM matrices. The pattern of methods were as follows: self/peer
followed by teacher/peer (Totals = 22.8% and 25.0%) for the 
full and secondary grade MTMM matrices; self/teacher followed 
by teacher/peer (Total = 20.5%) for the elementary grade MTMM 
matrix; and self/peer followed by self/teacher (Total = 29.2%) 
for the intermediate grade MTMM matrix.
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When evaluating the four MTMM matrices according to Campbell 
and Fiske's (1959) second through fourth criteria, the data 
partially fulfilled criterion 2 but not criteria 3 or 4. As 
Figure 1 shows the validity coefficients for Depression, Social 
Skills, and Aggression were higher than the correlations in 
the same column and row for the self/teacher, self/peer, and 
teacher/peer (Aggression only) methods. The only validity 
coefficients that fulfilled criterion 2 in the elementary grade 
MTMM matrix were for Depression and Aggression for the self/teacher 
method (see Figure 2). In the intermediate grade MTMM matrix 
the following validity coefficients fulfilled criterion 2:
Social Skills and Aggression for the self/teacher method; 
Depression, Social Skills, and Aggression for the self/peer 
method; and Aggression for the teacher/peer method (see Figure
3). Figure 4 shows that the following validity coefficients 
fulfilled criterion 2 in the secondary grade MTMM matrix: 
Depression, Social Skills, and Aggression for self/teacher method; 
Aggression and Social Withdrawal for self/peer method; and 
Aggression for teacher/peer method. None of the validity 
coefficients for any of the four traits in any of the four MTMM 
matrices fulfilled criterion 3. That is, some of the correlations 
in the corresponding heterotrait-monomethod triangles were larger 
than the individual validity coefficients. In addition, criterion 
4 was not fulfilled in that the pattern of correlations were 
generally dissimilar between the heterotrait-monomethod and
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heterotrait-heteromethod matrices.
In general, the correlations between different methods 
of the same trait (i.e., validity diagonals) suggest low-to-moderate 
convergent validity. The amount of variance accounted for by 
each trait suggests that the highest convergent and discriminant 
validity evidence is for the Aggression factor across each grade 
level. Some evidence for convergence appears for the Social 
Skills factor and the Depression factor, although there are 
discrepancies when looking at the method of measurement across 
grade levels. The self/peer method shows the highest convergent 
and discriminant validity evidence with the other methods accounting 
for approximately equal proportion of variance.
Since the Campbell and Fiske (1959) criteria do not provide 
an objective, quantitative estimate of the degree of fit of 
a matrix to the requirements for convergent and discriminant 
validity (Jackson, 1969), each of the four MTMM matrices were 
evaluated using an analysis of variance (ANOVA) procedure.
Stanley (1961) and others (Kavanagh, MacKinney, & Wolins, 1971; 
Schmitt, Coyle, & Saari, 1977) have conceptualized MTMM analysis 
as a mixed model, 3-way factorial analysis of variance in which 
average variances and covariances are used to estimate mean 
squares for this model. Subjects are considered as a random 
effect and methods and traits are considered fixed effects in 
this approach yielding what Hayes (1973) describes as a mixed 
effects ANOVA model.
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This ANOVA model allows for variance estimates and significance
tests for all effects. Four of these are of primary interest
in the analysis of the MTMM matrix: (a) variance due to the
subjects which indicates the degree of convergent validity,
(b) variance due to the subjects x traits interaction which
indicates the level of discriminant validity, (c) variance due
to the subjects x methods interaction or method variance, and
(d) error variance. It is important to note that the ANOVAs
were computed using a General Linear Model (GLM) as specified
by Cohen and Cohen (1983) since ANOVA is simply a special case
of multiple regression. As such, the variance estimates for
subjects, subjects x traits, and subjects x methods will
2
mathematically be R s and the error term will be based on the 
residual sum of squares from multiple regression. While the 
ANOVA model provides for the variance estimates listed above, 
it does leave unspecified which traits or methods fail to meet 
significance criteria. Thus, the traditional Campbell and Fiske 
(1959) MTMM correlational analyses and the ANOVA model were 
used in conjunction with one another to evaluate convergent 
and discriminant validity.
Table 18 presents the ANOVA model and computational formulae 
for the MTMMs that were analyzed in the present investigation.
Tables 19, 20, 21, and 22 present the summary tables for the 
ANOVA procedure of the four MTMM matrices. As Table 19 shows 
there was a significant main effect for Subjects, F (302,1812)
Ill
Table 18
Analysis of Variance Model and Computational Formulae 
for Multitrait - Multimethod Matrices
Source Sums Degrees Variance
of of (Estimates)
Squares Freedom
Subjects Nnm (Ft ) N-l MSg - msstm
(Convergent
Validity)
n m
Subjects X Traits Nnm (?br - tip) (N-l) (n-l) msst - msstm
(Discriminant
Validity)
m
Subjects X Methods Nnm (Fgp - tip) (N-l) (m-1) m S s m - msstm
(Method
Variance)
n
Subjects X Traits X Methods Nnm (1-Fb r - rBF + rT^ (N-l)(n-l)(m-1) ^STM
(Error)
rT = Average correlation in the complete MTMM matrix
Fbr = Average validity
Fgp = Average between trait correlations in monomethod blocks
N = Number of subjects (N = 303)
n = Number of traits (n = 4)
m = Number of methods (m = 3)
Note. Taken from Schmitt, Coyle, and Saari (1977). A review and critique of analyses of 
multitrait - multimethod matrices. Multivariate Behavioral Research, 12, 447-478.
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Table 19
Summary Table for Analysis of Variance of
MTMM Matrix for Grades 3 Through 12
2
Source df SS F-Ratio R (%)
a
Subjects 302 11679.65 2.24 * 6.24
b
Subjects x Traits 906 29537.27 1.89 * 15.77
c
Subjects x Methods 604 16226.99 1.55 * 8.67
Error 1812 31319.76 16.73
a
Convergent validity.
b
Discriminant Validity.
c
Method variance.
* £ < .0001.
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Table 20
Summary Table for Analysis of Variance of
MTMM Matrix for Grades 3 Through 6
2
Source df SS F-Ratio R (%)
a
Subjects 91 3008.56 2.20 * 5.23
b
Subjects x Traits 273 8859.41 1.99 * 15.40
c
Subjects x Methods 182 4292.72 1.44 ** 7.46
Error 546 8921.54 15.51
a
Convergent validity.
b
Discriminant validity.
c
Method variance.
* £  < .0001.
** £  < .0009.
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Table 21
Summary Table for Analysis of Variance of
MTMM Matrix for Grades 7 Through 9
2
Source df SS F-Ratio R (%)
a
Subjects 96 3455.38 2.19 * 6.01
b
Subjects x Traits 288 9237.36 1.96 * 16.07
c
Subjects x Methods 192 4664.21 1.48 ** 8.12
Error 576 9445.86 16.44
a
Convergent validity.
b
Discriminant validity.
c
Method variance.
* £  < .0001.
** £  < .0003.
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Table 22
Summary Table for Analysis of Variance of
MTMM Matrix for Grades 10 Through 12
Source df SS F-Ratio
2
R (%)
Subjects
Subjects x Traits
Subjects x Methods
113 4798.85 2.42 * 6.68
339 10753.75 1.81 * 14.97
226 6381.85 1.61 * 8.88
Error 678 11873.99 16.53
Convergent validity.
b
Discriminant validity.
c
Method variance.
* £ < .0001.
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= 2.24, £  < .0001, and significant interactions for Subjects
x Traits, F (906,1812) = 1.89, £  € .0001, and for Subjects x
Methods, F (604,1812) = 1.55, £  K  .0001. In the elementary 
grade matrix (see Table 20) the Subjects effect, F (91,546)
= 2.02, £  < .0001, the Subjects x Traits effect, F (273,546)
= 1.99, £ K .0001, and the Subjects x Methods effect, F (182,546)
= 1.44, £ ( .0009, were all statistically significant. Table
21 shows a significant main effect for Subjects, F (96,576)
= 2.19, £ < .0001, and significant interactions for Subjects 
x Traits, F (288,576) = 1.96, £ < .0001, and for Subjects x
Methods, F (192, 576) = 1.48, £ < .0003, in the intermediate
grade matrix. The Subjects effect, F (113, 678) = 2.42, £ <
.0001, the Subjects x Traits effect, F (339,678) = 1.81, £ {
.0001, and the Subjects x Methods effect, F (226,678) = 1.61,
£ < .0001, were statistically significant in the secondary grade 
matrix (see Table 22). These results suggest significant convergent 
validity for grades 3 through 12 and for each grade level.
However, the amount of variance accounted for by the Subjects 
effect was smaller than that for the Subjects x Methods effect 
in the full matrix (6% vs 9%), the elementary matrix (5% vs 
7%), the intermediate matrix (6% vs 8%), and the secondary matrix 
(7% vs 9%). Therefore, method variance, or the effect of which 
method was used, is greater than the evidence for convergent 
validity (i.e., subject variance). The significant Subjects 
x Traits interactions also suggest a high degree of discriminant
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validity among different traits. However, the error term accounted 
for equal or more variance than the Subjects x Traits effect 
in the full matrix (17% vs 16%), the elementary matrix (16% 
vs 15%), the intermediate matrix (16% vs 16%), and the secondary 
matrix (17% vs 15%). As such, unexplained variables account 
for a greater proportion of variance in the matrices, which 
decreases the significance of the discrimination of traits within 
subjects.
Comparisons of convergent and discriminant validities as 
well as method variances between the three grade level matrices 
were made after variance estimates for each component of each 
of the four matrices had been obtained and tested for statistical 
significance. This was done by using a Fisher R to zR 
transformation for each variance component (i.e., Subjects,
Subjects x Traits, and Subjects x Methods). This allowed for 
comparisons of the convergent and discriminant validities of 
the three MTMM matrices. Thus, the three matrices yielded three 
comparisons for convergent and discriminant validity coefficients 
(Rs). Type I error rate was protected because of these multiple 
comparisons using a Bonferroni-type procedure (Dunn's Test for 
Multiple Comparisons, Dunn, 1961). Table 23 presents the z 
values for the pairwise comparisons between the elementary, 
intermediate, and secondary grade matrices. As Table 23 shows 
none of the comparisons reached statistical significance using 
an alpha of .0025 (two-tailed test). These results suggest
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Table 23
Fisher R to zR Differences in Comparing 
the Three MTMM Matrices
a
Matrix Comparisons
Grades Grades Grades
(3-6) vs (7-9) (3-6) vs (10-12) (7-9) vs (10-12)
Convergent
Validity -.07 -.14 -.07
Discriminant
Validity -.07 .00 .07
Method
Variance -.07 -.14 -.07
Error
Variance .00 -.07 -.07
Note. The table z scores were based on the following formula:
1 2
z =
/ Z l— + —L_
/ n -3 n -3
y  i 2
a
z = 2.81; <=^ - = .0025 (two-tailed test).
that the variance estimates for convergent validity, discriminant 
validity, method variance, and error variance were not different 
between the three grade levels.
DISCUSSION 
Summary of Results 
The following sections summarize the results of this study 
in terms of support for or against Hypotheses 1 through 5. 
Hypothesis 1: Reliability
A. Adequate stability for each of the four traits measured 
by the three methods will be demonstrated.
B. Adequate homogeneity for each of the four traits measured 
by the three methods will be demonstrated.
Adequate stability was obtained for two of the traits (i.e., 
Depression and Aggression) when measured by the teacher rating 
scale. Reliability coefficients for the other traits were within 
the low-to-moderate range as measured by the three rating scales. 
Thus, Hypothesis 1A was only marginally supported. Adequate 
homogeneity was demonstrated by two of the traits (i.e., Depression 
and Social Withdrawal) when measured by the three methods.
The coefficient alphas for the Social Skills and the Aggression 
factors were also adequate on the teacher and peer rating scales. 
Hypothesis IB was, therefore, supported.
One important consideration within the present study was 
to evaluate the psychometric adequacy of the assessment measures.
In comparison to other measures of childhood depression (e.g.,
CDI, CDS), the reliability coefficient of the Depression factor 
on the self-report rating scale (r = .66) was within the range 
of estimates found for nonclinical samples (range = .38 to .84)
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and for clinical samples (range = .50 to .87). Earlier reliability 
coefficients were obtained for both short intervals (e.g., 1 to 
4 weeks) and for long intervals (e.g., 6 to 13 weeks) between 
testing occasions. The stability of the Depression factor on 
the peer rating scale (r = .51) was between the reliability 
coefficients of the PNID’s (r = .79, 2-month period) and the 
PNI's (r = .37, 1-year period) Depression factor. The reliability 
coefficient of the Depression factor on the teacher rating scale 
(r = .83) was, however, somewhat higher than the parent version 
of the CBCL (r = .78) and the parent-report of the CDI 
(Mdn r = .58). Kazdin and Petti (1982) question the relationship 
between the test-retest interval and the nature of childhood 
depression. They propose that if depression is episodic, the 
test-retest correlations may not be high for longer periods 
(e.g., several months). However, if depression is truly a distinct 
clinical disorder, the severity index should be stable across 
testing periods. In addition, Saylor et al. (1984b) speculate 
that childhood depression may show different stability estimates 
in various populations (e.g., clinical vs nonclinical).
Results of this study suggest that there may be optimal 
test-retest intervals for different methods of assessment.
For example, 1- to 2-week intervals may focus on specific, 
fluctuating symptoms of depression (e.g., mood) on self-report 
measures. Moreover, testing occasions spaced 1 month or more 
apart may produce data reflecting stable aspects of depression.
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Kazdin and Petti (1982) have, in fact, questioned whether the 
CDI measures a state or a trait of depression over different 
intervals. Although the question of state vs trait only pertained 
to the CDI, this controversy may affect teacher and peer ratings 
as well. Peers may require more time (i.e., 1 to 2 months) 
to adequately rate a classmate's behavior because of changes 
in both the peer's and the classmate's overt and covert behavior. 
Whereas, teachers may need shorter intervals between testing 
occasions due to their experience with students and stable 
conceptions of what constitutes adaptive and maladaptive behavior. 
In essence, the stability of childhood depression appears to 
be related to the testing interval and to the source of ratings. 
Hypothesis 2: Factorial Validity
A. Each method (i.e., self-report, teacher, and peer rating 
scales) will yield four factors (i.e., depression, social 
skills, aggression, and social withdrawal).
B. These four factors will be confirmed in two cross-validation 
samples.
Four factors were extracted from each method in this study.
The item content of the Social Skills and the Aggression factors 
were similar across the three rating scales, but dissimilar for the 
Depression and the Social Withdrawal factors. These four factors 
were confirmed in two separate holdout samples. The only factor 
that was not congruent (r >  .90) between the samples was the 
Social Withdrawal factor on the self-report rating scale for
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the full vs 50% samples and the 50% vs 70% samples. Thus,
Hypothesis 2 was supported.
The content of many other measures of childhood depression 
has been criticized for using adult diagnostic criteria in 
selecting items. For the self-report, teacher, and peer rating 
scales, items were selected from several well-known measures 
of childhood depression, social skills, and psychopathology 
and, therefore, indirectly used the diagnostic criteria for 
adult depression. However, PCA of the rating scales confirmed 
the existence of a four factor structure. As with certain other 
measures of childhood depression (e.g., CDI, CDS, DSA, and SRS), 
item selection was ultimately based on clinical criteria and 
statistical analysis.
Correspondence between the factor structure of the Social 
Skills and the Aggression factors on all three rating scales 
suggests congruent concepts of negative and positive overt behaviors 
by subjects, teachers, and peers. However, different behavioral 
referents appear to comprise the constructs of depression and 
social withdrawal depending on the source of the ratings. This 
finding is in line with Achenbach and Edelbrock's (1981, 1983) 
work on the CBCL whereby, the structure of individual factors 
change as a function of who is completing the rating scale (i.e., 
parent vs teacher). Furthermore, in comparison to the self-report 
rating scale, the item content of the Depression and the Social 
Withdrawal factors on the other two scales suggests that teachers
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and peers are unable to form clear distinctions between these 
constructs. They tend to focus on a broad syndrome of internalizing 
behaviors rather than specific disorders. Thus, the source 
of ratings needs to be considered when examining content validity 
as well as ensuring a representative sample of the behaviors 
to be measured.
Hypothesis 3 : Criterion-related Validity
Criterion-related validity coefficients will show correlations 
in the predicted direction between each factor score as measured 
by the three methods.
Hypothesis 3 was generally supported in that most of the 
criterion-related validity coefficients were in the predicted 
direction. For example, significant positive correlations were 
attained between the Conduct Disorder and the Socialized Aggression 
factors on the RBPC and the Aggression factor on the three rating 
scales. In addition, significant negative correlations were found 
between the Academic Performance factor on the TROSS and the 
Depression and Aggression factors on the three rating scales.
However, slight differences were found in the degree of 
criterion-related validity for individual factors and rating 
scales. In general, the Social Withdrawal factor on all three 
rating scales showed fewer significant correlations with factors 
on the CDI, the TROSS, and the RBPC (n = 4) as compared to the 
Depression factor (n = 8), the Social Skills factor (n = 15), 
and the Aggression factor (n = 15). This difference is probably
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due to the fewer number of items in the factor, thereby affecting 
its internal consistency and stable factor structure. The four 
factors on the peer rating scale correlated less often with 
factors on the CDI, the TROSS, and the RBPC (n = 6) than did the 
self-report rating scale (n = 12) or the teacher rating scale 
(n = 24). Criterion-related validity studies on the PNID 
(Lefkowitz & Tesiny, 1980) and the PN1 (Wiggins & Winder, 1961) 
have also found moderate correlations with teacher ratings of 
depression and behavior problems, and low correlations with 
self-report ratings of depression. The fewer significant 
coefficients obtained for the peer rating scale may be due to 
the different assessment methods correlated. That is, the highest 
number of criterion-related validity coefficients were between 
similar methods of assessment. For example, factors on the 
TROSS and the RBPC correlated most often with the four factors 
on the teacher rating scale. The influence of the assessment 
method on the level of criterion-related validity is evident 
in several studies (e.g., Kazdin, Esveldt-Dawson, Sherick, & 
Colbus, 1985; Saylor et al., 1984b). To illustrate, Kazdin 
et al. (1985) found no significant correlations between 
child-completed measures of depression (i.e., CDI, BID, and the 
Depression Symptom Checklist) and direct observations of social 
activity, solitary behavior, and affect-related expression.
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Hypothesis 4: Convergent Validity
A. Significant convergent coefficients will be demonstrated 
in each of the three grade levels.
Hypothesis 5 : Discriminant Validity
A. Four traits will be discriminated by each method at each 
of the three grade levels.
Significant, but low-to-moderate levels of convergent validity 
were demonstrated for each of the four MTMM matrices. Similar 
results have been obtained by other researchers (e.g., Kazdin 
et al., 1984a; Saylor et al., 1984a) using combinations of parent, 
teacher, peer, and self-report ratings. Unfortunately, a pure 
MTMM design was not used in this or earlier studies because 
of the difference in item content across methods. The 
low-to-moderate level of convergent validity found for each 
trait, especially the Depression and the Social Withdrawal 
factors, could be due to differences in item content alone 
rather than differences in raters.
Based on the Campbell and Fiske criteria, each trait could 
not be reliably discriminated by the three methods in any of 
the four MTMM matrices. An ANOVA procedure revealed significant 
discriminant validity across grade levels, but also significant 
method and error variance. This finding is comparable to previous 
MTMM research on childhood depression where the method variance 
was larger than variance estimates for both convergent and 
discriminant validity. Thus, the method of assessment is as
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important as the trait being measured (Saylor et al., 1984a). 
Hypotheses 4A and 5A were, therefore, only partially supported.
A major consideration within this study was to investigate 
the construct validity of childhood depression. There are several 
possible explanations for the difficulty in discriminating childhood 
depression from other constructs. One explanation is that different 
aspects of childhood depression may be accessible and emphasized 
by various raters, such as the cognitive/affective component 
on self-report measures and the behavioral component on parent, 
teacher, or peer measures (Kazdin et al., 1983a, 1983c). Support 
for this explanation is seen in the high correlations between 
self-report measures of depression and measures of hopelessness, 
self-concept, anxiety, and suicidal ideation. In addition,
Kazdin et al. (1983a, 1983c) have found moderate correlations 
between mother and father ratings of depression and aggression 
using self-report and interview formats. A finding from this 
study showing that the factor structure of the Depression factor 
was different across raters, lends further support for this 
explanation even though similar items were selected from 
self-report, teacher, and peer measures of depression.
A second explanation is that specific behaviors of childhood 
depression may overlap with other areas of psychopathology. A 
dual diagnosis of depression and conduct disorder as well as high 
correlations between ratings of depression and conduct problems 
have been reported by numerous authors (Chiles et al., 1980;
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Connell, 1972; Jacobsen, Lahey, & Strauss, 1983; Kazdin et al., 
1984a). Low negative, but significant, correlations have also 
been obtained between self-report measures of depression and 
academic achievement or popularity (Reynolds, 1985; Vosk, Forehand, 
Parker, & Rickard, 1982). However, the fact that more convergent 
and discriminant validity evidence was found for the Aggression 
and the Social Skills factors in this study suggests that these 
two factors are clearly separate from the construct of depression. 
Since the Social Withdrawal factor was less homogeneous and 
less consistent across raters, the biggest problem may be in 
distinguishing childhood depression from other internalizing 
disorders and not from overt negative behaviors (i.e., aggression) 
or overt positive behaviors (i.e., social skills).
A final explanation is that the construct of childhood 
depression does not exist. This explanation is unlikely given the 
fact that variance estimates for discriminant validity in the four 
MTMM matrices were higher than both convergent validity estimates 
and method variance. The discriminant validity estimates indicate 
that the construct of childhood depression is being discriminated 
from the constructs of aggression, social skills, and social 
withdrawal. However, because of the greater error variance 
in the matrices, the specific nature of childhood depression 
is not being tapped.
None of the above explanations fully account for all the 
findings in the area of childhood depression. The assessment
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methodology for childhood depression is inadequate, which creates 
confusion over interpreting research findings accurately.
Results of this study suggest that a construct of childhood 
depression exists and that it is distinct from other disorders. 
Unfortunately, our current assessment measures are not reliable 
or valid enough to precisely delineate what behaviors comprise 
the construct of childhood depression and whether those behaviors 
are consistent across raters.
Hypothesis 4 : Convergent Validity
B. Differences in convergent coefficients will be demonstrated 
as a function of grade level.
Hypothesis 5: Discriminant Validity
B. Differences in discriminant validity will be demonstrated 
as a function of grade level.
Differences both in convergent validity coefficients and 
discriminant validity were not demonstrated as a function of grade 
level according to Fisher R to zR transformations. Thus, 
Hypotheses 4B and 5B were not supported.
The absence of developmental differences found in this 
study is in contrast to previous research on childhood 
psychopathology and to current theories of childhood depression. 
For example, research on the CBCL (Achenbach & Edelbrock, 1981) 
indicates that the composition of many childhood disorders, 
especially internalizing disorders, change as a function of 
the age and sex of the child (e.g., social withdrawal,
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uncommunicative, and depression). In addition, most researchers 
in the area of childhood depression (e.g., Cantwell, 1982;
Kaslow & Rehm, 1983; Kazdin et al., in press; Weinberg et al., 
1973) propose that childhood depression is similar to adult 
depression, but with other symptoms relevant to each developmental 
stage. Results from this study can be interpreted in several 
ways. One interpretation is that developmental differences do not 
exist in depression from childhood to adolescence. Another 
suggests that the Depression factor on the three rating scales 
covered such a wide range of behaviors that differences between 
children and adolescents were totally hidden. A final 
interpretation is that the assessment measures used could not 
delineate developmental differences because of high method and 
error variance found within each matrix. Which interpretation, if 
any, is more accurate cannot be determined at this time.
A related issue concerns which assessment methods provide 
the most reliable information from each developmental level. 
Teacher ratings appear to be the common denominator during the 
elementary grades because of the variance estimates obtained for 
both self/teacher and teacher/peer methods. Children's ratings 
of themselves and their peers may be influenced by a teacher's 
verbal and overt behavior that reinforces or punishes specific 
behaviors in the classroom. During the intermediate years 
self-report appears to be emphasized because of the high variance 
estimates found for self/peer and self/teacher methods. Students
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are particularly concerned with their appearance and how their 
behavior is interpreted by others (e.g., peers). A shift appears 
to occur throughout the secondary grades to the importance of peer 
ratings. The importance of peer social contacts is highlighted 
in late adolescence by both students and peers who may evaluate 
behavior according to the frequency and quality of peer contacts. 
Within each of the grade level matrices, self-report method emerges 
as the leading source of variance. This result reinforces the 
value of using self-report measures to assess adaptive behaviors 
(e.g., social skills) and maladaptive behaviors (e.g., depression, 
social withdrawal). A few studies have shown that children 
can reliably report on their own behavior (e.g., Herjanic, Herjanic, 
Brown, & Wheatt, 1975; Reynolds, Anderson, & Bartell, 1982), 
which confirms the use of self-report measures to assess the 
construct of depression. Self-report measures will be a major 
component in the assessment of childhood depression, if future 
studies confirm that certain aspects of depression (e.g., cognitive/ 
affective) are only available to subjects themselves.
MTMM Research Comparisons 
This study was superior to previous MTMM research on childhood 
depression (i.e., Kazdin et al., 1983a, 1983b, 1983c; Saylor 
et al., 1984a) due to the modification of various methodological 
flaws. First, a restriction of range problem was not found 
because the sample consisted of a diverse group of children 
(i.e., nonclinical sample) and not only psychiatric inpatients.
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Second, the reliability of each factor by each method was calculated 
and reported within the four MTMM matrices, whereas earlier 
research failed to report these coefficients. Third, the 
psychometric properties of adapted measures used in other research 
was not evaluated as compared to the reliability and validity 
data obtained for the self-report, teacher, and peer rating 
scales. Fourth, the sample size in earlier research was too 
small to make adequate generalizations. This study used 303 
subjects in the full MTMM matrix and approximately 100 children 
and adolescents in each grade level MTMM matrix. Finally, none 
of the previous studies emphasized a developmental perspective, 
whereas the convergent and discriminant validity of childhood 
depression was evaluated across three grade levels in this study.
Although the present study corrected some of the problems 
found in earlier investigations, it was not without flaws.
Future research should address these problems along with the 
questions generated by the results of this study. First, the 
study should be replicated using both nonclinical and clinical 
samples to further increase the range of scores. In addition, 
various diagnostic groups should be included in the clinical 
sample (e.g., Conduct Disorder, school phobia) to determine 
the degree of separation between depression and other childhood 
disorders. Second, a similar MTMM study should be conducted 
where the content of each method is exactly the same. Items 
that contribute little variance to the factor structure of each
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trait should be deleted to produce identical items and a pure 
MTMM design. Third, the psychometric properties of various 
assessment measures (e.g., self-report, direct observational 
codes) should be extensively examined (e.g., different test-retest 
intervals and criterion-related measures). For example, Kazdin 
and Petti (1982) suggest using distinct psychiatric groups based 
on biological markers or groups who should be experiencing different 
levels of depression (e.g., recent death or separation of family 
member). Inclusion of reliable diagnostic groups will enhance 
the criterion-related and construct validity of assessment measures. 
Finally, future research should continue to investigate the 
construct of childhood depression from multiple perspectives.
MTMM studies should employ diverse methods (e.g., structured 
interviews, sociometric ratings, direct observations) and diverse 
traits (e.g., anxiety, aggression, somatic complaints). However, 
it is imperative that reliable and valid assessment measures 
be developed, especially self-report inventories, before further 
work on the convergent and discriminant validity of childhood 
depression be implemented. Sex and age variables should also 
be included in future MTMM research to confirm or refute results 
of this study in terms of developmental differences in the 
presentation of childhood depression.
Conclusion
The purpose of the present study was to examine the construct 
of childhood depression from childhood to adolescence using
134
reliable and valid assessment measures. The self-report, teacher, 
and peer rating scales were found for the most part to be reliable 
and valid measures of the constructs labeled depression, social 
skills, aggression, and social withdrawal. The highest convergent 
and discriminant validity evidence was obtained for the Aggression 
factor and the self/peer method. However, some convergent validity 
evidence was gained for the Depression factor as measured by 
the self-report method. When looking at the convergent validity, 
the discriminant validity, and the method variance within each 
of the grade levels, the largest source of variance was attributable 
to unknown sources in the ratings. These findings are germane 
to several issues on the assessment methodology for childhood 
depression. Future research should stress multitrait-multimethod 
designs and psychometrically sound assessment measures.
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APPENDIX A 
STUDENT BEHAVIOR RATING SCALE
I. DEMOGRAPHIC INFORMATION
YOUR NAME________   :--------------- ----
YOUR SEX BOY ________ GIRL------------------
YOUR AGE ____________
GRADE IN SCHOOL __________  TEACHER'S NAME-------------
YOUR RACE BLACK  WHITE  OTHER (Specify)
TODAY'S DATE
YEAR_________  MONTH___________  DAY__ _________
DATE OF BIRTH
YEAR _________  MONTH__________  D A Y-----------
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II. Below is a list of items that describe kids. For each item that describes 
you now or within the past 6 months, please circle the 2 if the item is 
very true or often true of you. Circle the 1 if the item is somewhat or 
sometimes true of you. If the item is not true of you, circle the 0.
0 = NOT TRUE 1 = SOMEWHAT or SOMETIMES TRUE 2 - VERY TRUE or OFTEN TRUE 
0 1 2  1. I argue a lot
0 1 2  2. I feel mixed up or in a fog
0 1 2  3. I feel lonely
0 1 2  4. I say thank you when peers (friends, classmates)
say something nice to me
0 1 2  5. I ask peers to join a game that's being played
0 1 2  6. I am scared I might think or do something bad
0 1 2  7. I like to be by myself
0 1 2  8. I am mean to other people
0 1 2  9. I try to get a lot of attention
0 1 2  10. I won't talk to other people
0 1 2  11. I feel that I can't make mistakes and have to
be better than my peers
0 1 2  12. I ignore or change the subject, if teased or
called a name
0 1 2  13. I don't mind or listen to my parents (teachers)
0 1 2  14. I am secretive and keep things to myself
0 1 2  15. I feel that no one loves me
0 1 2  16. I feel that others are out to get me
0 1 2  17. I am shy
0 1 2  18. I feel that I'm no good or inferior
0 1 2  19. I ask peers to play
0 1 2  20. I am jealous of others
Page 2
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0 1 2 21. I join in games or activities
0 1 2 22. I get in many fights
0 1 2 23. I am nervous, jumpy, or jittery
0 1 2 24. I am too afraid or anxious
0 1 2 25. I scream a lot
0 1 2 26. I stare blankly into space and daydream
0 1 2 27. I feel I am to blame or in the wrong for 
things that happen
0 1 2 28. I say nice things to other kids such as: "good 
job," "way to go," etc.
0 1 2 29. I share my materials or belongings with others
0 1 2 30. I am self-conscious or easily embarrassed
0 1 2 31. My feelings change quickly
0 1 2 32. I am stubborn
0 1 2 33. I sulk or pout a lot
0 1 2 34. I start talking first when I'm with my peers
0 1 2 35. I talk and play with peers
0 1 2 36. I don't eat as well as I should
0 1 2 37. I help others without being told
0 1 2 38. I don't have much energy
0 1 2 39. I talk too much
0 1 2 40. I am unhappy, sad, or depressed
0 1 2 41. I change my ideas or thoughts so my friends and 
I agree when we fight
0 1 2 42. I worry or get upset a lot - about aches, pains 
bad things happening
0 1 2 43. I tell new people who I am without being told
0 1 2 44. I don't like myself
Page 3
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0 1 2  45. I don't get along with other kids
0 1 2  46. I tease others a lot
0 1 2  47. I cry a lot
0 1 2  48. I tell others my thoughts and feelings nicely
0 1 2  49. I have a hot temper
0 1 2  50. I tell others I am mad without yelling, if they
take something of mine
0 1 2  51. I am not liked by other kids - few friends, ignored
0 1 2  52. I threaten to hurt people
0 1 2  53. Nothing is fun at all at home/school
0 1 2  54. I say NO to others nicely, if they ask me to
do something I shouldn't
0 1 2  55. I think about harming myself
0 1 2  56. I am louder than other kids
0 1 2  57. I keep from getting involved with others
0 1 2  58. When I talk to other people, I smile, nod my
head, look at them, etc.
0 1 2  59. I feel overtired
0 1 2  60. I have trouble sleeping
0 1 2  61. I get teased a lot
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TEACHER BEHAVIOR RATING SCALE
I. DEMOGRAPHIC INFORMATION
CHILD'S NAME _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
SEX MALE ___________  FEMALE _ _ _ _ _ _ _ _ _ _ _ _
AGE _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  GRADE _____________
RACE WHITE _________  B U C K    OTHER (Specify)_____
THIS FORM FILLED OUT BY
I I TEACHER (name) _ _ ____ ____ ____ ___ ____ ____ ___
I I COUNSELOR
I I OTHER (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Type of class (e.g., regular 5th grade, 7th grade math, etc.)
Has she/he ever been referred for special class placement, services or
tutoring? NO ___  YES   DON'T KNO W _
If yes, what kind and when? ________________________________
DATE
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II. Below Is a list of items that describe pupils. For each item that
describes the pupil now or within the past 6 months, please circle the 2 
if the Item Is very true or often true of the pupil. Circle the t If the 
Item is somewhat or sometimes true of the pupil. If the Item Is not true 
of the pupil, circle the 0.
0 - NOT TRUE 1 - SOMEWHAT or SOMETIMES TRUE 2 - VERY TRUE or OFTEN TRUE
0 1 2 1. Argues a lot
0 1 2 2. Confused or seems to be in a fog
0 1 2 3. Complains of loneliness
0 1 2 4. Acknowledges eompliments or praise from peers when
0 1 2 5. Invites peers to join an ongoing game
0 1 2 6. Fears he/she might think or do something bad
0 1 2 7. Likes to be alone
0 1 2 8. Cruelty, bullying, or meaness to others
0 1 2 9. Demands a lot of attention
0 1 2 10. Refuses to talk
0 1 2 11. Feels he/she has to be perfect
0 1 2 12. Responds to teasing or name calling by ignoring or 
subject
0 1 2 13. Disobedient at home (school)
0 1 2 14. Secretive, keeps things to self
0 1 2 15. Feels or complains that no one loves him/her
0 1 2 16. Feels others are out to get him/her
0 1 2 17. Shy or timid
0 1 2 18. Feels worthless or Inferior
0 1 2 19. Invites peers to play
0 1 2 20. Easily jealous
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Continuation of Table II.
0 - NOT TRUE 1 - SOMEWHAT or SOMETIMES TRUE 2 - VERY TRUE or OFTEN TRUE
0 1 2 21. Participates In games or activities
0 1 2 22. Gets in many fights
0 1 2 23- Nervous, highstrung, or tense
0 1 2 24. Too fearful or anxious
0 1 2 25. Screams a lot
0 1 2 26. Stares blankly
0 1 2 27. Feels too guiIty
0 1 2 28. Makes positive statements to other children such as: "nice 
job," "way to go," etc.
0 1 2 29. Shares material with others
0 1 2 30. Self-conscious or easily embarrassed
0 1 2 31. Sudden changes in mood or feelings
0 1 2 32. Stubborn, sullen, or irritable
0 1 2 33. Sulks a lot
0 1 2 34. Initiates conversations with peers
0 1 2 35. interacts with peers
0 1 2 36. Doesn't eat well
0 1 2 37. Cooperates with peers without prompting
0 1 2 38. Underactive or slow moving
0 1 2 39. Talks too much
0 1 2 40. Unhappy, sad, or depressed
0 1 2 41. Compromises in conflict situations with peers by modifying own 
ideas to reach agreement
0 1 2 42. Worrying (e.g., aches, pains, bad things happening)
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Continuation of Table II.
0 - NOT TRUE 1 - SOMEWHAT or SOMETIMES TRUE 2 - VERY TRUE or OFTEN TRUE
0 1 2 ^3. Introduces himself/herself to new people on own initiative
0 1 2 44. Doesn't like himself/herself
0 1 2 45. Doesn't get along with other children
0 1 2 46. Teases a lot
0 1 2 47. Cries a lot
0 1 2 48. Appropriately expresses opinions or beliefs on some isues by 
giving reasons for expressed opinion or belief
0 1 2 49- Temper tantrums or hot temper
0 1 2 50. Appropriately expresses anger or annoyance when a peer takes 
belonging without asking
0 1 2 51. Not liked by other children (i.e., few friends, ignored)
0 1 2 52. Threatens people
0 1 2 53. Feels nothing is fun at home/school
0 1 2 54. Politely refuses unreasonable requests by others
0 1 2 55. Talks about harming self
0 1 2 56. Unusually loud
0 1 2 57. Withdrawn; doesn't get involved with others
0 1 2 58. Nonverbally interacts with others with smiles, winks, nods, < 
some other appropriate means
0 1 2 59. Overtired
0 1 2 60. Looks sleepy
0 1 2 61. Gets teased a lot
61180
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APPENDIX C
PEER BEHAVIOR RATING SCALE
I. DEMOGRAPHIC INFORMATION
YOUR NAME __________
YOUR SEX BOY ______
YOUR AGE ___________
GRADE IN SCHOOL ______
YOUR RACE BLACK ____
TODAY’S DATE
YEAR _ _ _ _ _ _ _ _ _ _  MONTH
DATE OF BIRTH
YEAR _ _ _ _ _ _ _ _ _ _  MONTH _________  D A Y ___________
I I .  On the next few pages Is a l is t  of Items that describe other kids. At the top 
of each page is the names o f some of your classmates. For each of your 
classmates go down the l is t  and pick the Items that describe him/her now or 
with In the past 6 months. Place a 2 in the box I f  the Item is very true or 
often true of your classmate. Place a 1 I f  the Item is somewhat or sometimes 
true o f your classmate. I f  the item is not true of your classmate, place a 0 
In the box.
0 - NOT TRUE 1 - SOMEWHAT or SOMETIMES TRUE 2 - VERY TRUE or OFTEN TRUE
GIRL ____________
  TEACHER'S NAME _ _ _ _ _ _ _ _ _ _
WHITE _ _ _ _ _ _ _ _ _ _ OTHER (Specify)
DAY
2 -  Very True 
I -  S os at lees True 
0 -  Mot True
Page I
________ ITEH5
I .  Argues a lot
2. Feels mixed up or In a Fog
3. Feels lonely
Says thank you when peers 
say something nice to hIn/ 
her
5. Asks peers to Join a game 
tha t's  being played
6. Is scared s/he might think 
or do something bad
7. Likes to be alone
8. Is mean to other people
9. Tries to get a lot of 
attention
10. Won't talk to other people
Ln
00
2 - Very True 
1 - Sometimes True 
0 - Hot True
Page 2
  ITEMS
II. Feels that s/he has to do 
better than her/his peers
12. Ignores or changes the 
subject, If teased or 
ca11ed a name
13. Doesn't listen to or 
disobeys the teacher(s)
14. Is secretive and keeps 
things to him/herself
15. Feels that no one loves 
him/her
16. Feels that others are out to 
get him/her
17. Is shy
18. Feels that s/he Is no good or 
Inferior
19. Asks peers to play
C
l
a
s
s
m
a
t
e
s
Ui
VO
2 - Very True 
1 - Sometimes True 
0 - Not True
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20. Is jealous of others
21. Joins In games or activities
22. Gets In many fights
23. Is nervous, Jumpy, or Jittery
2<t. Is too afraid or anxious
25. Screams a lot
26. Stares blankly Into space 
and daydreams
27. Feels s/he Is to blame or In 
the wrong for things that 
happen
28. Says nice things to other 
kids such as: "good Job," 
"way to go," etc.
Cl
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2 - Very True
1 - Sometimes True m 
0 - Not True “J
n
Page <i 1 
ITEMS ^
30. Is self-conscious or easily 
embarrassed
31. Feelings change quickly 
or 1s moody
32. Is stubborn
33. Sulks or pouts a lot
3k. Starts talking first when 
s/he Is with peers
35. Talks and plays with peers
36. Doesn't eat as well as s/he 
shou1d
37. Helps others without being 
asked
38. Doesn't have much energy
39. Talks too much
2 - Very True
1 - Sometimes True «
0 - Not True £(0
6
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ITEMS U
40. Is unhappy, sad, or depressed
41. Changes ideas or thoughts so 
that s/he and friends agree 
when they fight
42. Worries or gets upset a lot 
about aches, pains, bad 
things happening
43. Tells new people who s/he is 
without being told
44. Doesn't like hlm/herself
45. Doesn't get along with 
other kids
46. Teases others a lot
47. Cries a lot
48. Tells others his/her thoughts 
and feelings nicety
162
2 - Very True
1 - Sometimes True m
0 - Not True 2
B
Page 6 $a
_______ ITEMS u
*•9. Has a hot temper
50. Tells others s/he is upset 
without yelling if peers 
take something of theirs
51. Not liked by other kids; 
has few friends, or 
ignored by others
52. Threatens to hurt people
53. Feels nothing Is fun at all 
at school
56. Says NO to others nicely, If 
asked to do something s/he 
shouldn't
55. Talks about harming 
him/herself
56. Is louder than other kids
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2 - Very True
1 - Sometimes True m 
0 - Not True 2
a
B
Page 7 $
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ITEMS u
57* Keeps from getting Involved 
with others
58. When s/he talks to other 
people, s/he smiles, nods 
the head, looks at them, etc.
59. Feels and looks tired
60. Looks sleepy
61. Gets teased a lot
6779D
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APPENDIX D
ITEM SIMILARITY OF SELF-REPORT, TEACHER, AND PEER RATING SCALES
Self-report, Teacher, Peer 
Rating Scales
Factor
Items 3.
6.
11.
15.
16.
18.
* 22.
23.
24.
* 25.
27.
30.
* 33.
36.
* 40.
42.
44.
47.
51.
53.
55.
* 57.
59.
60.
61.
Depression 
I feel lonely
I am scared I might think or do something bad
I feel that I can't make mistakes and have
to be better than my peers 
I feel that no one loves me
I feel that others are out to get me
I feel that I'm no good or inferior
I get in many fights 
I am nervous, jumpy, or jittery 
I am too afraid or anxious 
I scream a lot
I feel I am to blame or in the wrong for things 
that happen
I am self-conscious or easily embarrassed 
I sulk or pout a lot 
I don't eat as well as I should 
I am unhappy, sad, or depressed 
I worry or get upset a lot about aches, pains, 
bad things happening 
I don't like myself 
I cry a lot
I am not liked by other kids— few friends, 
ignored
Nothing is fun at all at home/school 
I think about harming myself 
I keep from getting involved with others 
I feel overtired 
I have trouble sleeping 
I get teased a lot
Factor Social Withdrawal
Items 2. I feel mixed up or in a fog
7. I like to be by myself
10. I won't talk to other people
14. I am secretive and keep things to myself
17. I am shy
26. I stare blankly into space and daydream
31. My feelings change quickly
32. I am stubborn
33. I sulk or pout a lot
38. I don't have much energy
40. I am unhappy, sad, or depressed
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*
*
Factor
Items
Factor
Items
*
*
*
*
*
45. I don’t get along with other kids
57. I keep from getting involved with others
Social Skills
4. I say thank you when peers (friends, classmates) 
say something nice to me
5. I ask peers to join a game that's being played
12. I ignore or change the subject, if teased or
called a name
19. I ask peers to play
21. I join in games or activities
28. 1 say nice things to other kids such as: "good
job," "way to go," etc.
29. I share my materials or belongings with others
34. I start talking first when I'm with my peers
35. I talk and play with peers
37. I help others without being told
41. I change my ideas or thoughts so my friends
and I agree when we fight 
43. I tell new people who I am without being told
48. I tell others my thoughts and feelings nicely
50. I tell others I am mad without yelling, if
they take something of mine 
54. I say NO to others nicely, if they ask me to 
do something I shouldn't
58. When I talk to other people, I smile, nod my 
head, look at them, etc.
Aggression
1. I argue a lot
8. I am mean to other people
9. I try to get a lot of attention
13. I don't mind or listen to my parents (teachers)
20. I am jealous of others
22. I get in many fights
25. I scream a lot
31. My feelings change quickly
32. I am stubborn
33. I sulk or pout a lot
39. I talk too much
45. I don't get along with other kids
46. I tease others a lot
49. I have a hot temper
52. I threaten to hurt people 
56. I am louder than other kids
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* Items included on more than 1 factor scale 
Item Number Factors
22 Depression; Aggression
25 Depression; Aggression
31 Social Withdrawal; Aggression
32 Social Withdrawal; Aggression
33 Depression; Social Withdrawal; Aggression
40 Depression; Social Withdrawal
45 Social Withdrawal; Aggression
57 Depression; Social Withdrawal
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APPENDIX F 
Teacher Racings of Social Skills:
TROSS
Gresham-Elliott Assessment of Social Skills
by
Frank M. Gresham, Ph.D. Stephen N. Elliott, Ph.D.
I. STUDENT DEMOGRAPHIC INFORMATION
Student's Name
Sex ______ Male ________ Female
Age __________ Grade_____
R a c e  White  Black ______ Other______
Ethnicity:  American Indian
______ Hispanic
  Asian
______ Other
II. RATING INSTRUCTIONS (Frequency and Importance Dimensions)
Please rate each item carefully and the student's status in relation 
to it. This is termed the FREQUENCY DIMENSION. If the statement is 
NOT TRUE of the student, circle the 0. If the statement is SOMEWHAT 
OR SOMETIMES TRUE of the student, circle the 1. If the statement is 
VERY TRUE or OFTEN TRUE of the student, circle the 2.
Your second rating should reflect how Important you think each behavior 
is for success in your classroom for the student being rated. Circle 
the 0 if the behavior is UNIMPORTANT for success in your classroom. 
Circle the 1 if the behavior is IMPORTANT for success in your classroom. 
Circle the 2 if the behavior is CRITICAL for success in your classroom.
PLEASE REMEMBER, YOU ARE TO PROVIDE TWO RATINGS FOR EACH BEHAVIOR.
174
A D D IT IO N A L  IN F O R M A T IO N
T e a c h e r  I n f o r m a t i o n  
S e x :  M a le F e m a le
Y e a r s  T e a c h i n g  E x p e r i e n c e
_1 -  5  y e a r s  
_6 -  1 5  y e a r s  
_1 6  +  y e a r s
T e a c h i n g  E x p e r i e n c e  w i t h  H a n d ic a p p e d  C h i l d r e n :
_________ I n  r e g u l a r  c la s s r o o m  s e t t i n g
_________ I n  s p e c i a l  o r  r e s o u r c e  r o o m  s e t t i n g
Y e s No
B o t h
T y p e  o f  C la s s r o o m  C u r r e n t l y  T e a c h i n g  I n :
 R e g u l a r
 R e s o u r c e
 S e l f - c o n t a i n e d
 O t h e r
S c h o o l  I n f o r m a t i o n  
T y p e  o f  S c h o o l :
  U r b a n
  S u b u r b a n
  R u r a l
F o r  a d d i t i o n a l  i n f o r m a t i o n  o n  s o c i a l  s k i l l s  
o r  t h i s  s c a l e ,  c o n t a c t :
F r a n k  M . G r e s h a m , P h .D .
D e p a r t m e n t  o f  P s y c h o lo g y  
L o u i s i a n a  S t a t e  U n i v e r s i t y  
B a t o n  R o u g e ,  L A  7 0 8 0 3  
( 5 0 4 ) - 3 8 8 - 8 7 4 5
S i z e  o f  S c h o o l
  L a r g e  o v e r  1 , 0 0 0  s t u d e n t s
  M e d iu m  B e tw e e n  4 0 0 - 9 9 9
  S m a l l  L e s s  t h a n  4 0 0
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FREQUENCY DIMENSION IMPORTANCE DIMENTSION
; 0 - NOT TRUE
1 - SOMEWHAT OR SOMETIMES TRUE
2 - VERY TRUE OR OFTEN TRUE
III. ITIMS AND RATING FORMATS
Item
1. Easily makes transition from one activity 
to another.
2. Accepts peer's ideas and suggestions for 
play or ways of playing.
3. Displays sense of humor.
4. Acknowledges compliments or praise from 
peers when deserved.
3. Says and/or does nice things for self
when deserved.
6. Tolerates peers whose characteristics are 
different from one's own (e.g., ethnic 
group, handicapped, etc.).
7. Invites peers to join an ongoing game.
8. Follows rules when playing games.
9. Looks at teacher when Instructed.
10. Attends to class speakers.
11. Completes classroom assignments in the 
required time.
12. Shows empathy for peers.
13. Uses appropriate tone of voice in classroom.
14. Follows teacher's verbal directions.
13. Questions rules which may be unjust in
an appropriate manner.
16. Responds to teasing or name-calling by 
ignoring or changing the subject.
17. Responds to physical aggression by asking 
for help or some other appropriate means.
18. Initiates conversations with peers.
2 - CRITICAL FOR SUCCESS IN MY CLASSROOM
1 - IMPORTANT FOR SUCCESS IN MY CLASSROOM
0 - UNIMPORTANT FOR SUCCESS IN MY 
CLASSROOM
FREQUENCY DIMENSION IMPORTANCE DIMENSION 
0 1 2  0 1 2
0
0
0
0
0
0
0
0
0
0
0
0
0
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
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FREQUENCY DIMENSION
0 - NOT TRUE
1 - SOMEWHAT OR SOMETIMES TRUE
2 - VERY TRUE OR OFTEN TRUE
Item FREQUENCY DIMENSION IMPORTANCE DIMENSION
19. Attempts classroom tasks before 
asking for teacher assistance.
0 1 2 0 1 2
20. Uses time productively while waiting 
for teacher assistance.
0 1 2 0 1 2
21. Uses free time in an acceptable manner. 0 1 2 0 1 2
22. Distinguishes truth from untruth. 0 1 2 0 1 2
23. Invites peers to play. 0 1 2 0 1 2
24. Initiates conversations with new class 
members.
0 1 2 0 1 2
25. Participates in games or activities. 0 1 2 0 1 2
26. Interacts with peers. 0 1 2 0 1 2
27. Appropriately joins an activity or 
groups.
0 1 2 0 1 2
28. Introduces self to new people on 
own initiative.
0 1 2 0 1 2
29. Makes positive statements to other 
children such as: "nice Job," "way 
to go," etc.
0 1 2 0 1 2
30. Praises peers. 0 1 2 0 1 2
31. Waits turn when playing games. 0 1 2 0 1 2
32. Shares materials with others. 0 1 2 0 1 2
33. Cooperates with peers without being 
told.
0 1 2 0 1 2
34. Compromises in conflict situations 
with peers by modifying own ideas to 
reach agreement.
0 1 2 0 1 2
35. Requests permission to use peer's pro­
perty.
0 1 2 0 1 2
36. Requests assistance, explanations or 
instructions from teacher.
0 1 2 0 1 2
37. Controls temper in conflict situations. 0 1 2 0 1 2
IMPORTANCE DIMENSION
2 - CRITICAL FOR SUCCESS IN MY CLASSROOM 
1 - IMPORTANT FOR SUCCESS IN MY CLASSROOM 
0 - UNIMPORTANT FOR SUCCESS IN MY CLASSROOM
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FREQUENCY DIMENSION IMPORTANCE DIMENSION
0 - NOT TRUE
1 - SOMEWHAT OR SOMETIMES TRUE
2 - VERY TRUE OR OFTEN TRUE
Item
38. Presents academic work (e.g., 
oral reading, reports, etc.) 
before class or small group.
39. Keeps desk clean and neat.
40. Puts work materials or scbool 
property away carefully.
41. Produces correct academic work.
42. Appropriately expresses anger or 
annoyance when a classmate takes 
a belonging without asking.
43. Asks questions of teacher when unsure 
of what to do in school work at 
appropriate times and in an appropriate 
manner.
2 - CRITICAL FOR SUCCESS IN MY CLASSROOM 
1 - IMPORTANT FOR SUCCESS IN MY CLASSROOM 
0 - UNIMPORTANT FOR SUCCESS IN MY CLASSROOM
FREQUENCY DIMENSION IMPORTANCE DIMENSION
0
0
0
0
0
0
0
0
2
2
2
2
44. Speaks out in an appropriate manner 
when treated unfairly by peers or 
teachers.
45. Appropriately expresses opinions or 
beliefs on some issue by giving 
reasons for expressed opinion or 
belief.
46. Volunteers to help peers on class­
room tasks when needed.
47. Nonverbally interacts with other 
students with smiles, winks, nods, 
or some other appropriate means.
48. Invites peers to play.
49. Politely refuses unreasonable 
requests by others.
50. Ignores peer distractions when doing 
dasswork.
51. Congratulates peers on accomplishments.
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